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AN 


IDEAL APERIENT. 


An ideal aperient should be: 


Pleasant to take. 
Certain, and not too dilatory -in 


action. 


Of reliable chemical purity. 


Of 


uniform physical 
sistency. 


Painless in operation. 


Harmless 
mucus and to the lining cells. 


to 


the 


con- 


intestinal 


These demands are met by 
ENO’s “Fruit Salt,” an efferves- 
cent saline well known to the 
profession for over 50 years. As 
Eno. contains no sulphate of 
magnesia or sulphate of soda, 
it is free from the unpleasantness 
of taste and action for which 
these mineral purgatives are often 
responsible. 


“THE PANEL: DOCTOR'S POCKET BOOK" 


The Proprietors of ENO’s “ Fruit Salt“ will deem it a privilege to send to any 
member of the Medical Profession a copy of the latest addition to their series 
of Pocket Remembrancers. This publication contains in a concise yet 
comprehensive form much useful information regarding panel practice and its 
many intricate details, and will be sent with or without a trial bottle of their 
preparation, as desired. J.G. ENO LTD Victoria Embankment London, E.C.4 
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A Concentrate of 


the finest cod-liver oil 


‘It is the prime function of Ostelin preparations to supply the 


essential medicinal element of cod-liver oil in concentrated and 
easily assimilable forms, very convenient of administration. 


Increased calcium and phosphorus absorption is the obvious 
benefit from treatment with Ostelin; but every physician will 
see that, in effect, all .cases in which cod-liver oil is indicated 
can now be given Ostelin with greater advantage. 


Ostelin- 


is obtainable in the following forms: 


1 IN GLYCERIN SUSPEN- 

* SION. Sold by chemists in 
phials containing 45 four-drop doses. 
Supplied for dispensing with other 
medicaments in bottles of 2 oz., 4 oz., 
8 oz., and 16 oz. Indicated in wasting 
conditions, and in all cases in which 
cod-liver oil would be prescribed. 


2 IN TABLET FORM (Tab. 

* Ostelin Co., Ostelin m iv, Calcium 
Glycerophos. gr. ii). | Indicated in 
nervous disorders, wasting diseases, and 
for all conditions due to defective 
calcium metabolism. A_ valuable 
general tonic, particularly for adults. 


3 IN COMBINATION WITH 

* MALT EXTRACT AND 
ORANGE JUICE, with a proportion 
of Calcium Glycerophosphate. Con- 
tains 50% cod-liver oil in the form of 
Ostelin, and is also a good source of 
Vitamins Band C. Specially suitable 
for growing children. 


4. AS AN EMULSION (Crem. 

* Ostelin Co.)—Ostelin Cream is 
an emulsion’ containing Ostelin 
equivalent to 50% cod-liver oil in the 
purest salad oil. Suitable for adults 
and children, and of value in milk 
modification, 


Write for ‘‘ The Presentalion of Ostelin in Mixtures” to: 


OSTELIN, 56 OSNABURGH STREET, LONDON, N.W.1 
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The FitsPatrick Lectures 


oN 
THE HISTORY OF BRITISH MIDWIFERY 
(1650-1800).* 
DELIVERED BEFORE THE Roya CoLurcE OF PHYSICIANS 
or Lonpon 
BY 
HERBERT R. SPENCER, M.D., F.R.C.P., 
EMERITUS PROFESSOR OF OBSTETRIC MEDICINE, UNIVERSITY COLLEGE, 
LONDON. 


Nov. 





Dr. Hersert Spencer said that he had chosen the subject 
of *‘ The history of British midwifery from 1650 to 1800,”’ 
partly for the personal reason that it was one in which he 
was interested, and partly for the patriotic reason that it 
had been neglected by British writers. While admirable 
general histories of midwifery had been published by 
foreign writers, and exhaustive memoirs of individual 
British obstetricians had been produced, no detailed account 
of the work of British obstetricians of the period had 
hitherto appeared by a British author. The lectures were 
an attempt to remedy the deficiency. ; 

British midwifery at the commencement of the period 
was not in a satisfactory condition. It was conducted 
mainly by women, of whom many were without the educa- 
tion, knowledge, or character requisite for its proper 


practice, and who maintained a determined opposition to. 


male practitioners. The opposition was to some extent 
justifiable, inasmuch as, in the earlier part of the period, 
male practitioners made use of destructive instruments only, 
and had little experience of normal labour. The position 
of the male practitioner was long that of a consultant; 
at the birth of George IV, for example, the Queen was 
attended by Mrs. Draper, while William Hunter remained 
in waiting in case his help should be required to deal with 
complications. The position began to change after the 
introduction of the forceps, which were coming into general 
use by the year 1733; the practice of midwifery was then 
rapidly taken up by male; practitioners under the titles 
of men-midwives, mid-men, or andro-boethogynists. The 
opposition of the midwives during the transition period was 
naturally great, and, according to the fashion of the time, 
accompanied by much ponderous abuse, exemplified by such 
phrases as ‘ great-horse-god-mother of a he-midwife ’’— 
the shaft levelled at Smellie by Mrs. Nihell; but by the 
end of the century the new situation was accepted and the 
opposition had died down. 


The Anatomy and Physiology of Pregnancy and 
Labour. 

The first original work on midwifery published by an 
Englishman was the chapter ‘‘ De partu’’ in Harvey’s 
De Generatione Animalium (1651), the English edition of 
which appeared in 1653—a work that justifies Aveling’s 
description of Harvey as the Father of British Midwifery. 
The scientific part of Harvey’s work consists in criticism, 
based on his own observation and experiments, of previous 
opinions concerning the anatomy and physiology of the 
foetus; the practical part gives evidence of extensive 
personal experience, and is in the main devoted to the 
recommendation of patient watchfulness and gentleness, in 
Ordinary cases imitating Nature and in difficult cases, 
‘twhere there is necessity for handiwork in the business,” 

nploying podalic version. Harvey was held in high esteem 
a@ an obstetric physician in his day, and it was he who 
iptroduced into British obstetric medicine the wide view, 
he scientific spirit, and the conservative practice which 
have been its characteristics. His death occurred on June 
a 1657, and his body, ‘‘ lapped in lead”’ and enclosed in 
the marble sarcophagus provided by the Royal College of 
Physicians, rests in the parish church of Hempstead in 
Essex. 
jin the study of the anatomy of the pelvis, pregnant 
uterus, and foetus, the British obstetricians of the 
eighteenth century took a leading place, and the illustrated 


* Abstract of two’ lectures given on November 8th and 10th. The 
full text will be published shertly in a volume by Messrs. John Bale, 
Sons and Danielsson, 








works of Hunter, Smellie, and Denman have not been 
surpassed by their successors. William Hunter, brother of 
John Hunter the celebrated anatomist, was born in 1718 
at Long Calderwood, Lanark. His most valued contribu- 
tions to obstetrics are anatomical, and he did a great 
service by insisting on the importance of morbid anatomy. 
His great work on the gravid uterus, the outcome of the 
examination of the bodies of pregnant women extending 
over twenty-four years, is the finest of the kind, and 
is illustrated with plates worthy to rank with those of 
Albinus. In addition to illustrations of the foetus, it con- 
tains dissections of the musculature of the uterus and 
illustrations of the decidua. Hunter was the first to 
describe the decidua reflexa and to show that the decidua 
was the lining of the uterus and was not derived from the 
ovum. He also gave a description of the retroverted 
gravid uterus and of the symphysis pubis in pregnant 
women, and claimed the discovery of the placental circula- 
tion, a claim also made by his brother John, and the cause 
of the estrangement between the two which lasted till 
Hunter’s death in 1783. As a practitioner his place is a 
modest one. He carried conservative treatment to a 
harmful extent, and failed to appreciate the value of the 
forceps, thinking it ‘‘a thousand pities it was ever in- 
vented,’”’ while others were using them at the time with 
success. He was a great, perhaps the greatest, anatomical 
teacher, and his large and remunerative practice provided 
him with funds for the promotion of his anatomical studies 
and teaching, which were the chief interest of his busy 
life, and to found the Windmill Street School of Anatomy, 
which he built and endowed. Hunter was, buried in St. 
James’s Church,. Westminster, and left the use of his 
museum to Matthew Baillie with reversion to the Univer- 
sity of Glasgow, where it is now preserved. 

The credit of laying the foundations for the study of the 
mechanism of labour belongs to Sir Fielding Ould, born in 
Galway in 1710, appointed Master of the Rotunda Hospital 
in 1759, and author of a Treatise of Midwifery (1742) which 
shows a distinct advance on the original obstetrical books 
which had previously appeared in English. He made a 
great advance in treating labour as a mechanical process, 
and in pointing out that the position of the foetal head at 
the brim and the movements of the foetus were due to the: 
elliptical shape of the pelvis and of the shoulders and head 

£ the foetus. He also clearly recognized for the first time 
that the head rotated and did not, during its passage, have 
its long axis at right angles to that of the shoulders, but 
‘‘ turned its chin towards one shoulder.’ 

Ould was followed in the same line of thought by 
Smellie, whose work forms the basis of our knowledge of 
the mechanism of labour. Smellie ‘‘ endeavoured to reduce 
the art of midwifery to the principles of mechanism, ascer- 
tained the make, shape, and situation of the pelvis, 
together with the form and dimensions of the child’s head, 
and explained the method of extraction from the rules 
of moving bodies in different directions.’” He studied 
labour in contracted pelves, and gives an admirable descrip- 
tion and illustration of the rachitic pelvis. He also pub- 
lished a case of generally contracted pelvis associated with 
short stature, and of a pseudo-osteomalacic rachitic pelvis, 
and he recognized the transverse contraction of the pelvic 
outlet in. a case where ‘‘ the lower end of the ossa ischia 
were scarce three inches asunder.”’? He gives measurements 
of the pelvis, was the first to measure the diagonal con- 
jugate, and showed that the greatest diameter at the brim 
was the transverse. The measurement of the true conjugate 
we owe to Wallace Johnson, a pupil of Smellie’s. Smellie 
made important improvements in forceps, devised the 
scissors-perforator and the curved and double articulated 
crochet, discovered the rotation of the head in occipito- 
posterior positions by means of his forceps, was the first to 
apply the forceps to deliver the after-coming head in breech 
presentations, and showed that the difficulty in contracted 
pelves occurs at the brim, and that in these cases the head 
usually lies with its long axis in the transverse diameter, 
with the sinciput deeply placed. Smellie’s literary fame rests 
on his two great works, A Treatise on the Theory and 
Practice of Midwifery and A Set of Anatomical Tables. 
The plates in the latter work show the pelvis, external 
genitalia, the pregnant uterus at various months with its 
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contents, twins, the process of normal labour with illus- 
trations of various positions of the head; the application of 
the forceps in head and face delivery, the head impacted 
in the pelvis, with overlapping cranial bones, breech pre- 
sentations; the application of forceps to the after-coming 
head; the head left in utero; and instruments with their 
mode of application. These plates are superior to any 
that had hitherto appeared, and Michaelis, the classical 
writer on the ‘‘ narrow pelvis,’ says ‘‘ they have perhaps 
achieved more in the spread of correct ideas of labour than 
all the books which have ever been written on the subject.” 
William Smellie—the Master of British Midwifery—whom 
Fasbender in his Geschichte der Geburtshiilfe styles ‘‘ one of 
the most important obstetricians of all times and coun- 
tries,’ was born at Lanark in 1697. He studied medicine 
at Glasgow and began to practise in Lanark in 1720. In 
1735 he first learnt of the existence of the forceps, and, 
recognizing the importance of the instrument, in 1738 moved 
to London, started to teach midwifery there, and soon 
achieved great success both as a teacher and practitioner. 
In 1759 he returned to his native country, and spent the 
remainder of his life on his property at ‘‘ Smellom”’ in 
preparing notes of his cases for publication, in which 
work he was aided by the literary ability of Tobias 
Smollett. He died in 1763, and was buried in the cemetery 
of St. Kentigern, Lanark. 


The Management of Pregnancy and Normal Labour. 

The importance of pre-maternity care of the pregnant 
woman was recognized in 1724 by Maubray, who gave it 
as one of the duties of the man-midwife or andro-boetho- 
gynist to watch the patient during pregnancy so as to 
prevent all ‘* preternatural disasters’’; and throughout 
the eighteenth century particular attention was paid to diet, 
hygiene, and evacuations of the patient. John Maubray 
is worthy of remembrance as the first teacher of practical 
midwifery and the first to suggest the building of a 
lying-in hospital in this country. He was the author of 
two books, The Female Physician, containing all the 
diseases incident to that sez, in virgins, wives and widows; 
to which is added, The whole Art of New improved Mid- 
wifery, published in 1724; and Midwifery brought to Per- 
fection by Manual Operation, published in 1725, in which he 
appears as a teacher of theoretical and practical midwifery 
to students, and appealed for the building of a hospital 
for lying-in women now more than two hundred years ago. 
His first book met with a ‘* very kind reception,” and is, 
in fact, both learned and entertaining. It is in this work, 
in the chapter on ‘‘ deformed conceptions,”’ that the remark- 
able description of the ‘‘ sucker ’’ occurs, which he had 
seen issue from the womb of a woman whom he was attend- 
ing in labour on a vessel in the Zuyder Zee. The creature 
was stated to be so common amongst the seafaring people 
as that scarce one in three escaped this strange birth. It 
is described as being ‘“‘ likest of anything in shape and 
size to a Moodiwarp, having a hooked snout, fiery sparkling 
eyes, a long round neck, an acuminated short tail and an 
extraordinary agility of feet.’’ In its cries and antics it 
had somewhat the semblance of a demon, ‘‘ which indeed,’’ 
says Maubray, ‘‘ I took it for the first time I saw it, and 
that none of the better sort.’’ There is no documentary 
evidence that Maubray was other than an abstemious man, 
and the explanation of the phenomenon remains obscure. 
His unremitting efforts to establish a lying-in hospital 
never reached fruition; the project met with opposition, 
the fate of so many new undertakings. But his educational 
scheme was an entire success. His object was to givo 
students the opportunity of obtaining their obstetrical 
knowledge in this country, instead of resorting to the 
barber-surgeons of Paris. He arranged to give two courses 
of twenty lessons each, which he considered sufficient to 
qualify any serious student, and, further, mado provision, 
at great expense to himself, of a sufficient number of 
pregnant women, upon whom the students might practise 
the touch and perform deliveries, everyone in his turn. 
In this way he flattered himself that in time he would 
stock not only London, but the whole of Great Britain, 
with a set of as good expert practitioners of midwifery 
as any other country whatsoever could boast of. John 
Maubray died in 1732, ‘‘ justly esteemed as an honest 
publick-spirited man.” 





Sir Richard Manningham (1690-1759), who exposed the 
case of Mary Tofts, the ‘‘ rabbit-breeder’’ of Godliman, 
established the first British lying-in wards in 1739. 

As to the management of normal labour, the lying-in 
room of the period was hot, crowded, and ill ventilated, 
and the bed surrounded by heavy curtains in accordance 
with the universal custom of the time; and the patient was 
freely supplied with alcohol. It was only towards the end 
of the century that midwives were persuaded, mainly owing 
to the influence of Charles Whjte and Leake, to admit the 
air and omit the alcohol. Charles White was the author 
of an important Treatise on the Management of Pregnancy 
and Lying-in Women, in which full and judicious instruc 
tions for the hygiene of pregnant and parturient women 
are given. White states that, by attention to the principles 
laid down, out of the whole number of patients whom he 
had delivered he had never lost one by ‘‘ the puerperal, 
miliary, low nervous, putrid malignant, or milk fever,” 
He was a Manchester man, born in 1728; in the year 1752 
he founded the Manchester Infirmary, where he held the 
position of chief surgeon for thirty-eight years. On his 
resignation of the post, owing to a disagreement with the 
management, he took a leading part in founding a “‘ lying. 
in charity for attendance upon poor married women in their 
own homes,’’ which developed into the St. Mary’s Hospital, 
Manchester. 

John Leake (1729-92) founded the New Westminster Lying- 
in Hospital in 1767. A severe and very fatal epidemic of 
puerperal fever which occurred in that hospital was the 
occasion of his making a close study of the disease. He 
published notes of all the cases and of several of the post- 
mortem examinations. Hoe opposed the view, then generally 
held, that the exudate on the intestines consisted of 
corrupted milk, and considered it to be ‘‘ pure matter ” 
due to inflammation of the uterus. ‘* Tho disease,’’ he 
says, ‘‘ truly inflammatory in the beginning, may become 
putrid by absorption of the purulent fluid which, like 
old leven, will taint the blood.’”’ He held that the season 
and air were concerned in the causation, and recommended 
that hospital beds should not be too numerous, that special 
delivery beds should be instituted, the wards well venti- 
lated, and the patient supplied with clean linen; further, 
that disinfection should be carried out by such means 
as the smoke of burning wood, brimstone strewed on char- 
coal, and whitewashing. Leake was buried in the north 
cleister of Westminster Abbey. 

In Harvey’s time patients were delivered on the ‘ three- 
legged stool,’? but in the eighteenth century they were 
delivered as a rule on the bed. The left lateral position was 
that usually adopted, although in special cases the patient 
was placed in tho dorsal, reclining, sitting, or kneeling 
pesition; the last was often adopted in cases of version, 
and, at times, for the application of the forceps. <A great 
change for the better occurred in the conduct of normal 
labour when men-midwives came into practice. Harvey 
had inveighed against the ‘“‘ younger and more giddy and 
officious midwives who, lest they should become unskilful 
at their trade, do mightily bestirre themselves and provoke 
the expulsive faculty by medicinal potions,’’ and Harvey’s 
friend Willoughby complained of the ‘‘halings and 
stretchings with which the midwives tormented their 
patients. 

An important contribution to the management of labour 
was made by John Harvie in his recommendation of 
ahdominal manipulation and pressure for the delivery of 
the afterbirth. His directions are given in a little book 
on the preservation of the perineum and the delivery of the 
placenta, in which he says: a 
*©as soon as the child is committed to the care of the nurse ke 
the accoucheur apply his hand to the belly which is then very loose, 
and he will feel the contracting uterus, then, having placed the 
flat of his hand over it, let him by a light and gentle pressurg 
bring it downwards or towards the pubes, and he will Poel th 
uterus sensibly contracting and often will feel it so reduced i 
size as to be certain that the placenta is expelled. By this 
method we will seldom have anything to do afterwards, but to 
help it through the os externum [that is, vulva], even if so 
much remains to be done.’ 

Harvie was a teacher of midwifery at Wardour Street 
with Smellie, whom he succeeded. 

It was especially Harvey’s advocacy of gentleness and 
patience in the conduct of normal midwifery, in imitation 
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of nature, which, followed by successive teachers—Smellie, 
Hunter, Denman—formed the guiding ‘spirit of British 
practice for the next century and a half; and it was that 
conservative practice which impressed the great Viennese 
obstetrician, Bier, who, having studied abroad, came over 
to England and “ learnt in France what Art, in England 
what Nature, could do.’’ He introduced the English prac- 


‘tice into the great lying-in hospital of Vienna, which 
‘became under his mastership the greatest lying-in institu- 


tion in Europe. From 1784 to 1822, during the last 
thirty-three years of which Béer was at its head, the 
mortality from puerperal fever was 1.25 per cent. Under 
his successor the mortality rose in the maternity ward, 
where medical students were admitted, to 9.9 per cent., 
whereas in the wards attended by midwives (who did not 
practise dissection) the mortality sank from 5.5 per cent. 
to 3.3 per cent. It was this great difference which led 
Semmelweis (in 1842) to attribute puerperal fever to 
“ putrifying animal substances’? from without, and to 
order that the attendants should wash their hands with 
a solution of chloride of lime before attending midwifery 
cases. 


Version. 

Cephalic version was not much in favour with British 
obstetricians. Smellie abandoned it in favour of podalic 
version, which then became the favourite method of 
delivery in difficult cases. He was the first to apply the 
forceps to the after-coming head, and is also sometimes 
credited with being the first to deliver by what is described 
as the Mauriceau-Smellie-Veit method, but which would 
be more correctly called Giffard’s method, since it was he 
who invented it. Giffard (a man-midwife and surgeon 
who died in 1731) was the author of a work entitled Cases 
in Midwifery, in which are given short accounts of 225 
mostly difficult or dangerous cases attended by himself. 
He describes the manceuvre thus: 

“I clapped one hand flat upon the breast, and with the other 
taking hold above the shoulders drew towards me, but the head 
did not readily follow; I therefore passed my fingers up to the 
child's mouth, supporting the breast with my wrist and arm 
and putting one finger in the mouth and two others upon the 
cheeks, I pulled towards me, and at the same time drawing 
with my other hand above the shoulders, brought out the head.” 

Internal version was the operation usually performed ; 
bimanual version was performed by Pugh (1754); external 
version had not yet appeared in British practice. 


Forceps. 

The forceps were invented by a member of the Chamberlen 
family, probably by Peter Chamberlen, the elder of that 
name—a _ barber-surgeon, distinguished obstetric practi- 
tioner, and physician to the Court, who died in 1631. The 
invention brought great credit to the Chamberlens, who 
were a iamily of obstetricians, and considered themselves 
justified in keeping it a secret for their own pecuniary 
advantage. The actual instruments used by them were 
discovered in 1813 in a secret space under the floor of a 
closet in Woodham Mortimer Hall, near Malden in Essex, 
formerly the residence of Dr. Peter Chamberlen, nephew 
of Peter the elder; they are now preserved in the library 
of the Royal Society of Medicine. Details of the invention, 
however, became known long before that date, and the 
merit of first publishing an account of the forceps belongs 
to Edmund Chapman, a surgeon and man-midwife who was 
in practice for several years at South Halstead in Essex 
before settling in London, where he became the second 
public teacher of midwifery. The account appeared in his 
Essay for the Improvement of Midwifery (1733), and two 
years later a second edition of the Essay gave an illustra- 
tion of forceps of his own designing, in which the pin was 
‘omitted, he having accidentally discovered that the lock 
was equally firm without it. The first illustration of the 
Chamberlen forceps appeared in Giffard’s work before men- 
tioned, which was published in 1734. Chapman states that 
‘the forceps were well known in 1733. The original form 
was straight, and the modification by the introduction of 
the pelvic curve appears to have been invented indepen- 
dently and at about the same time by Levret in France 
and in this country by Smellie and Benjamin Pugh. The 
latter, who practised as a surgeon in Essex, was the author 








of a Treatise on Midwifery (1754), in which are contained 
illustrations of the long and short curved forceps. Smellie 
became acquainted with the forceps (Dusé’s) through 
Butter’s Edinburgh Medical Essays (1735), and, finding 
them inefficient, set about to improve them. He contrived 
his short forceps, which proved the most efficient instrument 
of the time. By the invention of the lock which did away 
with the necessity of a movable axis for the blade, and by 
the later adoption of the pelvic curve, he produced an 
instrument which has not been essentially modified or 
improved by succeeding obstetricians. Although Smellie 
took so prominent a part in the development of the forceps, 
he was restrained in the use of them, for he states that 
‘only 10 out of 1,000 labours required instrumental 
delivery,”’ . 





Fillet and Lever. 

The fillet was used occasionally by the eighteenth century 
obstetricians, and ingenious contrivances were invented for 
passing the traction-cord over the child’s head. Chapman 
must have had some liking for the instrument, since he 
kept his method of using it secret when he published the 
account of the forceps. But after Smellie had pointed out 
that it was liable to tear the scalp of the child, and Pugh 
had expressed the opinion that ‘‘ all kinds of fillets were 
but idle things,’”’ it was generally abandoned by skilled 
practitioners. 

Not so the lever. This instrument underwent many modifi- 
cations from the original model of Roonhuysen, one of the 
best designs being that of Lowder, a well known lecturer 
on midwifery in St. Saviour’s Churchyard, Southwark, 
and graduate of the University of Aberdeen (1775). Several 
manuscript copies of Lowder’s. lectures are in existence, 
and show him to have been a judicious and interesting 
teacher and an experienced practical obstetrician. He 
gives an excellent account of the pelvis and its measure- 
ments, and discusses the possibility of detecting pelvic 
deformity by general inspection, stating that deformity 
may be suspected if the patient has had rickets or has a 
great falling in of the back and projection of the nates; 
‘** but,’’ he adds, ‘‘ here we must be certain that the appear- 
ance of the falling in of the back and projection of the 
nates is not owing to the fashion the ladies have nowadays 
of wearing cork rumps.’? Some claimed that Lowder’s 
lever was equal or superior to the forceps, but it is clear 
that they must have used the instrument to alter the 
position of the child’s head rather than to extract it. An 
ingenious modification was Aitken’s “ living-lever,’’ in which 
the curve of the blade could be increased after it had been 
introduced, so as to form a sharply curved surface by which 
to make traction on the occiput and thus convert a ‘‘ face ”’ 
into a ‘‘ vertex ’’ presentation. 


The Treatment of Contracted Pelvis, 

The conservative principles which underlay the practice 
of Harvey, Smellie, Hunter, and Denman led to difficulties 
when applied to severe degrees of pelvic contraction. 
Minor degrees allowed version or the use of the lever or 
forceps, and it is surprising to read how seldom any other 
method was required. It is to be regretted that we have 
no exact statistics of the mortality of cases so treated; but 
the rarity of cases in which one or other of these operations 
was not possible suggests that cases of severe pelvic con- 
traction were less often met with than at the present day. 
In order to get over the difficulty in severe cases British 
obstetricians proposed to diminish the size of the passenger, 
either by the induction of premature labour (first carried 
out by Dr. Macaulay) or by reducing the size of the child 
by restricted diet (first carried out by Lucas of Leeds in 
1794). : 

Symphyseotomy, which was performed for the first time 
in England by Welchman in 1782, has never gained general 
favour among British obstetricians. In the eighteenth 
century it was condemned by the Hunters and Denman, and 
only favoured by Leake and Aitken ; the latter in 1785 pro- 
posed his ‘‘ new pelvitomy,’’ the precursor of the modern 
pubiotomy, in which the rami of the pubis and ischium were 
to be sawn through on each side ‘‘ so that the anterior 
segment of the pelvis becomes movable and yields to the 
pressure of the child so as to allow delivery.”” John Aitken 
was a surgeon and man-midwife who practised in Edinburgh, 








856 Nov. 12, 1927] 


SECTION OF PHYSIOLOGY AND BIOCHEMISTRY. 


a a — A 





eal 





‘and founded,~in 1784, a lying-in hospital in which about 
100 women were delivered annually. 

Caesarean section in the eighteenth century was almost 
always fatal to the mother. In Ireland it had once 
succeeded, and then it was performed by an ignorant 
midwife, Mary Donally, in 1738-39; in England the first 
successful operation was performed by Barlow of Bolton 
in 1793, and in that case the child did not survive. The 
operation was stigmatized by Ould as a ‘‘ detestable, 
barbarous, illegal piece of inhumanity.’? Although Smellie 
and Burton in the middle of the century, and Hamilton 
.and Denman at the end, had accepted the operation for 
cases of extreme pelvic contraction, Osborn denied that 
either Caesarean section or symphyseotomy was ever a 
justifiable operation. He described cases of the severest 
degree of pelvic contraction in which he had been able to 
deliver by means of craniotomy, and, recognizing that the 
recovery of the mother depended on its being performed 
before she became exhausted, he extended the indica- 
tions to cases which perhaps might have been delivered by 
forceps, and thereby attracted a good deal of censure, 
especially from foreign cbstetricians, as the enthusiastic 
advocate of mutilating operations. In favour of Osborn 
it must be remembered that Caesarean section and 
‘symphyseotomy were at that time almost uniformly fatal, 
that British obstetricians have always regarded the child’s 
‘life as less valuable than the mother’s, and that fatal 
results to the mother from craniotomy depend almost 
entirely on its being performed too late. William Osborn, 
a friend and fellow lecturer of Denman, was born in 
London in 1736. In 1770 he joined Denman in founding 
a school of midwifery, and became one of the most success- 
ful teachers, more than twelve hundred practitioners of 
midwifery having attended his lectures. 

For the performance of craniotomy cither a guarded 
knife or scissors was employed, of which Smellie’s scissors- 
perforator was the most practical. In the extraction of the 
‘child’s head after perforation the crochet was mostly used— 
at first the straight imstrument, afterwards the curved 
crochet, and finally (by Smellie) the double crochet. 
Opinions differed as to whether the instrument should be 
fixed inside or outside the skull. The forceps were also 
used for extracting the head (Smellie), or the forceps with 
a crochet at the end of the blade (Pugh). 





Haemorrhages and Convulsions. 

Tho haemorrhages most frequently recorded at this 
period were of the ante-partum variety, due to separa- 
tion of the placenta either normally situated or praevia. 
Giffard was the first British author to point out the 
occurrence of true placenta praevia, as distinguished from 
prolapse of the organ. The treatment was sometimes rup- 
ture of the membranes, but usually podalic version. Post- 
partum haemorrhage was treated mostly by sedatives and 
tonics; but sometimes by local styptics, the disadvantages 
of which were recognized. Cold applications were also 
employed. There is no record of the employment of 
manual compression of the uterus. Several cases of 
haemorrhage due to inversion of the uterus are described, 
in some of which recovery followed the reduction of the 
inversion. A few cases of rupture of the uterus are 
-mentioned; one of these is illustrated by Denman in a 
fine plate. 

Convulsions were treated by bleeding, blistering, opiates 
(extract. or tinct. thebaic.), hot baths, and clysters. The 
temporal artery or jugular vein was often recommended as 
the vessel to be opened. 


Ectopic Gestation and Hydatidiform Mole. 

Interesting cases of these conditions were published by 
Giffard, with illustrations. The ovum of the ectopic gesta- 
tion was passed by the rectum, to which the sac adhered. 
The case of hydatidiform mole terminated fatally a year 
after the delivery, a tumour being found in the uterus, 
which was thought to be the placenta, but was probably a 
chorion-epithelioma. 


Summary Review of the Period. 
It may be said that during the one hundred and fifty 
years after Harvey published his De Generatione 


Animalium a great advance was made in the science and 
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art of midwifery. This was chiefly due to the introduction 
of male practitioners, many of whom wero men of learning 
and devoted to anatomy, the groundwork of obstetrics, 
The institution of lying-in hospitals by these male practi. 
tioners had an important influence in promoting teaching 
and research. The general introduction gf the use of the 
forceps placed in their hands means, previously unknown, 
of delivering women, and by its results gradually over. 
came the opposition of the midwives, surgeons, and 
physicians to the new class of men-midwives. The action 
of the College of Physicians in instituting a special 
diploma of ‘ Licentiate in Midwifery ’? was not without 
influence in improving the status of those practising mid. 
wifery, although it ceased to be granted in the year 1800. 

The characteristic of British midwifery at this period 
was conservatism. Although by some practitioners carried 
to excess, it led to laudable attempts, exclusively British, 
to avoid the operations of craniotomy which sacrificed the 
child, and of Caesarean section and symphyseotomy which 
so often proved fatal to the mother. 

The forceps were sometimes used unnecessarily then, as 
now; but the abuse of operative methods of delivery is 
much greater at the present time, and no better corrective 
of that abuse could be prescribed than a study of the 
careful records of the British obstetricians of the seven- 
teenth and eighteenth centuries, showing the resources of 
that ‘‘ perfect operatrix ’’ Nature in effecting delivery. 








CHEMICAL CHANGES ACCOMPANYING MUSCULAR 
ACTIVITY.* 
BY 


THOMAS HUGH MILROY, M.D., F.R.S.Ep., 
Dunville Professor of Physiology, Queen’s University, Belfast. 





As the subject open for discussion deals with the chemical 
changes associated with muscular activity it is necessary 
in the first place to consider the nature of the constituents 
which probably play a part in the energy changes asso- 
ciated with activity. These chemical changes are mainly 
concerned with the transformations of glycogen. As the 
transformations are brought about by the action of enzymes 
within the muscle, there must at all times be present in 
muscle evidence of enzymatic changes having been in 
progress, and thus it is to be expected that the products 
of ferment action should be present in varying amounts, 
the variations depending upon the conditions under which 
the muscle has been placed. Thus when muscle is removed 
from the body and the conditions are such that the removal 
of the products of ferment action cannot be effected, either 
by oxidation, owing to the predominantly anaerobic con- 
ditions existing, or by diffusion away from the seat of 
formation, then we should expect to obtain evidence of the 
accumulation of the products of degradation of the 
glycogen. The extent of the breakdown process will be 
determined by the activity of the ferments under the 
physical conditions existing, by the inhibiting effect on the 
enzymes of the products of their activity, and, in the case 
of acid production, by the reaction alterations in the 
medium. It is therefore evident that in intact, and still 
more in minced muscle tissue, living or dying under 
anaerobic conditions, the enzymatic products of the 
anaerobic degradation of glycogen should increase. — The 
relative amounts of the glycogen and the products Of 
enzymatic action on this carbohydrate in muscle which 
has been quickly removed from the body, and in which 
ferment action is checked by such a process as freezing, 
will give some information as regards the equ'librium 
established normally between the mother substance and the 
products of its enzymatic disintegration. p 

On examination of such muscle tissue it is evident that 
there are present, in addition to glycogen, substances 
which have been derived from it—namely, intermediate 
polysaccharides, hexoses, phosphoric acid esters of the 
hexoses, and lactic acid, not to speak of possible immediate 





*A paper introducing a discussion in the Section of Physiology and 
Bieshemioher at the Annual Meeting of the British Medical Associatiom 


Edinburgh, 1927. 
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precursors of the lactic acid. The work of Fletcher and 
Hopkins' may be regarded as the starting point of the 
modern investigations. These investigators emphasized, in 


the first place, the rapidity of the formation of lactic acid 


in muscle under anaerobic conditions, especially in minced 
muscle tissue; and, in the second place, the extent to 


‘which this process might be checked by rapid freezing. 


Their work also directed attention to the aerobic removal 
of lactic acid, and the significance which they attached to 
the so-called lactic acid maximum attracted the attention of 
other investigators, and has undoubtedly been of great 
value in the search for the immediate precursors of lactic 
acid. It is not necessary in this brief statement to refer 
at all fully to this work, nor to the investigations which 
rapidly followed, as they have been so well summarized in 
special articles and monographs by Embden,? Meyerhof,* 
and A. V. Hill.* 

The study of the rapidly changing phases of activity in 
stimulated muscle is an extremely difficult one. From the 
thermal standpoint the investigations of Hill and Meyerhof 
have given extremely valuable information. They have 
shown that the initial phase in a contraction is essentially 
an anaerobic one, and therefore it is during this stage 
that the products of ferment action on the glycogen may 
be expected to appear, and, up to the period of aerobic 
recovery, to accumulate. The periods dealt with in a 
single muscle contraction are so short that it is naturally 
impossible by chemical analytical methods to follow the 
process in the way that has been so successful in connexion 
with heat production. Although much ingenuity has been 
shown in the endeavour to trace these changes, there is still 
some difference of opinion as regards these initial anaerobic 
chemical changes during the contraction of muscle. The 
initial anaerobic heat production, according to Hill and 
Meyerhof, is associated with the formation of lactic acid 
from glycogen, and the neutralization of the former by 
the bases readily obtainable from the alkaline salts of such 
weak acids as the proteins and phosphoric acid. There is 
still some uncertainty as to whether the lactic acid pro- 
duction is the sole source of the initial anaerobic heat 
production. 

Recently Embden and his fellow workers® have dealt with 
this question, and have expressed the view that in muscle 
contraction the early exothermic changes in the anaerobic 
phase possibly have their origin in changes in the physical 
state of the intrafibrillar colloids. Whether such changes 
play a part in the initial anaerobic phase or not, it is 
necessary to gain as much information as possible regarding 
the cycle of changes through which the enzymatic degrada- 
tion of glycogen takes place. It is for this reason that it 
appears to me advisable to refer more fully to recent work 
on the enzymatic processes in muscle carried out by 
Meyerhof and his school,* as these investigations are 
gradually elucidating the problem which is so difficult of 
solution—namely, the role of the phosphates in the inter- 
mediate carbohydrate metabolism in muscle. To Embden 
and the Frankfurt school we are indebted for the know- 
ledge that we possess regarding one (or more) of the 
oearseed acid esters met with in muscle—the so-called 
actacidogen. They have studied carefully the conditions 
under which this body is formed and undergoes disintegra- 
tion, and have contributed valuable information regarding 
its general nature. For the first time the close association 
hetween alcoholic fermentation by yeast and the carbo- 
hydrate transformations in muscle was shown, and now 
We find that at each step in the further investigation of 
the role of the phosphates in the two processes, striking 
similarities in behaviour are becoming manifest. 

It appears evident that an extremely important role is 
played by labile phosphoric acid esters in both mechanisms, 
but it is extremely difficult to determine from chemical 
analyses the exact nature of such bodies. The time has 
certainly not yet arrived for dogmatic statements in con- 
Nexion with the relationship between the free phosphate 
and its labile and stable ester forms. Evidence, however, 
's accumulating that the chemical constitution of the stable 
form is different from that of the unstable one, and that 
the former may be regarded as the store of hexose phos- 
Phate which has passed out of one active stage in the 
production of lactic acid. The formation and disintegra- 





tion of this stored more stable hexose phosphate may, 
however, be influenced by alterations in the condition of 
the living muscle tissue. The recent suggestion of Meyerhof 
and Lohmann (quoted by Neuberg and Leibowitz’) regard- 
ing the prdbable mechanism in the case of yeast fermenta- 
tion is of interest, and a process of the same type may 
possibly occur in muscle. ‘The suggestion is to the effect 
that in the first stage of the esterification process two 
molecules of hexose may react with two molecules of 
phosphoric acid to form two molecules of the monophos- 
phoric acid ester, and that in the second stage one of the 
molecules of this ester may take up another molecule of 
phosphoric acid to form the diphosphoric acid ester, leaving 
one molecule of reactive sugar free. If such a process does 
eccur, the diphosphoric acid ester may be regarded as the 
stable form, having passed out from the active cycle and 
become a storage product. The part played by such esterifi- 
cation processes in rapid changes of activity in muscle has 
still to be made clear, but from the study of the enzymatic 
transformations of the precursors of the esters, when the 
process is carried out slowly with the extracts of muscle 
prepared by the Meyerhof method, much valuable informa- 
tion has already been obtained. These extracts have been 
obtained from amphibian and also from mammalian skeletal 
muscle, and they can be tested under conditions when the 
main action is an amylolytic one, or one of esterification 
with or without lactic acid formation. I have also carried 
out a number of experiments with similar extracts from 
mammalian muscle, and in general my results confirm 
those obtained by Meyerhof, Lohmann, and other associated 
workers. 

Some of the most striking results obtained from these 
investigations will now be referred to. The first change 
effected in the carbohydrate cycle is the amylolytic one, 
carried out by a ferment with a temperature range cf 
activity greater than that of the others. Thus this action 
in mammalian muscle can take place at temperatures not 
only suitable for subsequent esterification (20° to 37°), but 
at higher temperatures (40° to 45°), and also at acid 
reactions which would inhibit the later processes of esterifi- 
cation and glycolysis. If the process be studied at 25° 
to 37° under conditions where there is a free supply of 
glycogen, and only the small amount of free phosphate 
extracted from the muscle by the cold saline solution, then 
following the amylolytic process there is an esterification 
one which is accompanied by lactic acid formation. If such 
an extract contained, for example, per cubic centimetre, 
slightly over 0.5 mg. H,PO, in the form of free phosphate 
along with, say, 6 mg. glycogen, esterification would proceed 
slowly with an approximate equimolecular production of 
lactic acid and removal of free phosphate. This formation 
of lactic acid can proceed until practically all the free 
phosphate has disappeared. It is evident that in such a 
case a process is going on by means of which an ester 
in a stable form is being produced along with the lactic 
acid. Such a process might be accounted for by the pro- 
duction of a monophosphoric acid ester in the first place 
(the unstable form), followed by the taking up of an 
additional molecule of H,PO,, so that in the process at each 
stage two molecules of the monophosphoric acid ester would 
be transformed into one of the diphosphoric acid ester, 
leaving a molecule of reactive sugar for lactic acid 
formation. 

The stable hexose diphosphate so formed may, however, 
like the original ester in the muscle, be itself the source 
of lactic acid production, just as pure alkaline hexose 
diphosphate in solution may be broken down by muscle 
extracts to form in equimolecular proportions lactic acid 
and phosphoric acid. This process is essentially different 
from the first one as regards the necessary activating agents, 
For the first process the co-enzyme is required, and for the 
second it is not. The phosphoric acid-set free in the dis- 
integration of the hexose diphosphate may, however, be 
used up, on the addition of glycogen or starch, and thus 
the muscle extract may initiate again the combiued pro- 
cesses of esterification and lactic acid. 

What, then, is the effect of a fluoride addition to a 
mixture capable of carrying out.-such esterification and 
glycolysis? In those circumstances, just as in muscle tissue, 
esterification alone proceeds, not only without lactic acid 
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production, but very frequently with an actual disappear- 

ance of part of the acid originally present. The esterifica- 

tion process in this case has resulted in the formation of 
phosphate esters of a stable form. 

A most interesting accompaniment of this purely esterifi- 
cation process, without lactic acid production, is an increase 
in acidity, and the swing in reaction is of the same order 
as in the case of the less complete esterification with 
accompanying lactic acid production which are the natural 
changes in the saline mixtures without fluoride. This 
rise in acidity in fluoride mixtures in which esterification 
is proceeding is undoubted. According to Meyerhof and 
Suranyi both the mono- and the di-phosphoric acid esters 
are stronger acids than orthophosphoric acid. Meyerhof 
and Suranyi compare this rise in acidity accompanying the 
dinkage of phosphoric acid with the sugar with the well 
known increase in acidity which boric acid shows on con- 
densation with mannitol. There can be no doubt that such 
a change does occur during the enzymatic process, and the 
acid swing on esterification, even in such artificially well 
buffered solutions as 0.025-0.030 molar phosphate, is a 
constant feature of fluoride esterification without any lactic 
acid production. The reverse effect of diminished acidity, 
produced by a simple hydrolysis of the stable ester without 
or with very little lactic acid formation, has also been 
noted by Meyerhof. 

Before leaving this subject reference requires to be made 
to the action of such extracts on glucose, fructose, or other 
hexoses. Only under special conditions—and the same is 
true for muscle tissue itself—can the hexoses undergo 
esterification and glycolysis. The natural muscle extract, 
therefore, contains the necessary activators for the com- 
plete glycolysis of glycogen or starch, and not of the 
hexoses, or at least of those only to a slight extent. 

Meyerhof has obtained distinct lactic acid production of 
the fermentable hexoses with fresh extract of rabbit’s 
muscle. I have been unable to detect anything beyond a 
very slight acid production, and that not sufficient to 
change the reaction of a 0.025 molar phosphate solution. 
When, however, an activator obtained from yeast is added, 
these hexoses break down with great rapidity. In the pro- 
cess half is esterified and half broken down to lactic acid. 
The lactic acid production in the first phase is proportional 
to the amount of free phosphate present, and on the addi- 
tion of more phosphate esterification increases. 

It is therefore to be borne in mind that the normal 
carbohydrate present in muscle is the one from which the 
carbohydrate-phosphate transformations most readily start, 
and that, in. the process of degradation of glycogen, 
esterification associated with a rise in acidity occurs, and 
also ‘that labile esters are intimately concerned with lactic 
acid production. From what has already been said it is 
evident that the intermediate stages in glycolysis are con- 
cerned with labile ester forms which it may be impossible 
to identify in the chemical examination of resting or active 
muscle tissue. 

In the study of the chemical changes accompanying 
activity of muscle investigators have naturally directed 
attention mainly to the glycogen, lactic acid, and the 
lactacidogen. Encroachment upon the glycogen store and 
equivalent production of lactic acid in anaerobic trans- 
formations has been established, and the fate of the lactic 
acid in oxidative recovery has been very thoroughly investi- 
gated by Meyerhof and Hill. The transformations of the 
intermediate body, lactacidogen, have been more difficult 
to elucidate. Being an intermediate body, the amount 
present at any time is conditioned by the balance struck 
between its formation and its breakdown. In any definite 
type of muscle, therefore, it is present at a fairly constant 
value, and even in activity the rate of its breakdown may 
only slightly exceed that of its formation. 

Embden and his fellow workers have, in a series of 
inyestigations dealing with direct and indirect stimulation 
of isolated muscle preparations, studied the increments in 
free phosphate and lactic acid derived from the precursor 
lactacidogen. It is necessary to bear in mind that, as 
regards the phosphoric acid increments, these are set free 
by the breakdown of what is possibly the stable ester form. 
The preliminary investigations of the Eggletons* point to 
a possible unstable phosphate compound which they term 


——e 


phosphagen, and which is’ apparently gradually broken 
down on stimulation, in rigor, etc. The inorganic phos: 
phate values given by those who use the Embden technique, 
and any other method which involves a possible acid hydross 
lysis, according to these writers, include the phosphate? 
bound in this labile form. Lohmann and Jendrassik, as‘ 
well as Embden, have considered the possible hydrolysis of?! 
the hexose phosphates under those conditions, and this can 
at least be said—the more stable ester does not break down.) 
The small number of analyses published giving the fluoride 
action on the free phosphates and phosphagen indicate that 
the low original free phosphate values obtained by these 
investigators remain unaltered, and phosphagen disappears 
—that is to say, a labile phosphatic compound has passed 
into a stable form. That the stable form is preserved in 
the Embden technique, and that additional phosphate and 
glycogen may be esterified to the stable form under fluoride, 
is undoubted. Certainly much more work requires to be 
done on the labile compounds before our knowledge of the 
initial changes in activity can be regarded as satisfactory. 
According to the recent work of Embden the lactic acid 

rise in activity is not limited to the initial anaerobic 
period of activity. The accumulation of lactic acid which 
occurs in the separated muscle on stimulation is to a large 
extent prevented under conditions where the blood supply 
is not interfered with. As many of the earlier researches 
dealing with this subject are somewhat unsatisfactory, 


with the chemical changes in muscle, with blood supply 
intact, after stimulation and during the period of recovery. 
In all cases (in the cat) the muscle stimulated on one side 
could be compared with the same muscle on the resting. 
side, or the stimulated one with the stimulated and suibse- 
quently recovered muscle on the other side. The stimula-. 
tion was just sufficiently strong to bring out contractions, 
and the rate of the faradic stimulation was one or two per 
second. The periods of stimulation varied from fifteen 
minutes to two hours, with recovery periods of eight 
minutes’ to two hours’ duration. The results may very 
briefly be summarized. In all cases the water content of 
the stimulated muscle was higher than that of the resting 
one, and within eight minutes of the cessation of stimula- 
tion it showed a distinct decrease. 

In practically every case, even after fifteen minutes’ 
stimulation, the lactic acid content had risen and the 
glycogen fallen. In nearly every case the lactacidogen 
values after stimulation were below the normal. When the, 
stimulated muscle was minced and subjected to the action, 
of fluoride, the amount of stable hexose phosphate formed 
was smaller than in the case of the unstimulated muscle’ 
treated in the same way. This was most evident when, 
excess of the precursors of the ester, glycogen, and phos-; 
phates was added to the mixture. Within an eight-minute, 
period for recovery the muscle, which was practically free 
from glycogen when examined immediately after the stimu- 
lation, had commenced to replenish the exhausted store. 
The percentage of water fell during the recovery from 
79.8 to 78.5 per cent., the lactic acid excess was being 
removed, but there was no early evidence of fresh building 
up of lactacidogen. After a longer period of recovery 
(twenty minutes) the storage of glycogen, the removal of 
excess lactic acid and water, and the return of the 
lactacidogen to its original value were all evident. The 
recovery of the esterification process under fluoride followed} 
the restorage of glycogen by the muscle. ‘f 
- It appears, therefore, that during the period of stimular, 
tion there is an entrance of water which occurs rapidlyyq 
and this is accompanied by the changes which are charac+} 
teristic of incomplete aerobic recovery. There can be noy 
doubt that, after a period of activity which has resulted iny 
practically complete removal of glycogen, the muscle is stilki 
able to contract almost as well as at the outset. Théo 
energy cycle of changes is evidently now starting with thes 
products of the enzymatic disintegration of the glycogen. 4 
It appears probable that changes in permeability in the 
muscle fibres are characteristic accompaniments of activity, 
and that even after moderate stimulation there is a’ 
disturbance in the water exchange resulting in retention 
of fluid. The free phosphate (determined by Embden’s' 





method) when calculated for water-free muscle shows a rise 
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during the period of stimulation and a fall during that of 
recovery. ‘Throughout the periods of activity and recovery 
there must be a free interchange of anions between the 
muscle fibres and their environment, but the phosphate ion 
set free by disintegration of the hexose phosphate does not 
rapidly leave the muscle. During the period of recovery 
the excess free phosphate is used for esterification. 

It is to be hoped that soon the nature of many of the 
chemical changes associated with activity which are still 
sbscure may be cleared up—for example, the transforma- 
tions in the sugars prior and subsequent to esterification, 
the nature of the immediate precursors of the lactic acid, 
and the mode of the endothermic conversion of lactic acid 
to glycogen. 
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Discussion. 

Professor Orro Meyeruor (Berlin) considered that the 
significance of the chemical processes accompanying mus- 
cular activity, which were first laid bare by the pioneer 
work of Fletcher and Hopkins on lactic acid, lay chiefly in 
their supplying energy for the mechanical work. Summariz- 
ing a recent investigation in his laboratory, he said that 
energy was measured by heat of reaction, and therefore the 
problem arose of correlating the heat during and after 
contraction with the chemical processes eccurring simul- 
tancously. A. V. Hill had discovered that the heat was 
divided into two distinct phases of about the same magni- 
tude, the first phase (so-called initial heat) coinciding with 
activity and independent of oxygen, and the second phase 
(so-called delayed heat, or heat of restitution) continuing 
for several minutes after the mechanical response, but only 
in the presence of oxygen. Professor Meyerhof had demon- 
strated some years ago that the first anaerobic phase was 
dependent on the formation of lactic acid from glycogen, 
the second phase on an oxidative process in which only 
a quarter of the lactic acid or a corresponding amount 
of carbohydrate was burnt, while three-quarters were 
resynthesized to glycogen. During the anaerobic phase 
there were liberated, on the average, 390 calories per 
1 gram of lactic acid, which number was named the caloric 
quotient of lactic acid. When this acid was removed in the 
restitution phase, with combustion of 1/4 gram of glycogen 
i — 390 = 555 calories (3,780 
representing the heat of combustion of glycogen hydrate per 
gram, and 390 calories the reversal of the heat liberated 
in the first phase). These 555 calories were 1.4 times the 
390 calories of anaerobic heat. Thus anacrobic heat stood 
to oxidative heat in the proportion of 1 to 1.4; this pro- 
portion was similar to the findings of Hill and Hartree in 
their myothermic experiments. The speaker then con- 
sidered the question as to how the 390 calories of anaerobic 
heat were to be explained. The difference of the combus- 
tion heats of dissolved glycogen and diluted lactic acid— 
the initial and final products of the reaction—amounted 
only to 180 to 185 calories according to the speaker’s own 
measurements. Exactly the same value was found during 
the formation of lactic acid in cut muscle, suspended in 
phosphate solution; and also in recent experiments, in 
which the glycogen was fermented by the muscle enzyme 
in aqueous solution. Undoubtedly the mere transformation 
of glycogen into lactic acid only accounted for about 180 
calories. But in the intact muscle the lactic acid reacted 
with muscle protein according to the abbreviated equation: 


Ht +Pr~ —>(HPr). Pr = protein 
by de-ionizing the protein. If the whole of the lactic acid 
teacted in this way 140 calories would be liberated, corre- 
sponding to the heat of de-ionization of proteins. But, as 
was found in collaboration with Dr. Lohmann, only half of 


hydrate, one expected 








—s 


the lactic acid formed during fatigue was neutralized by 
alkali proteins, the remainder by phosphate and other 
buffers. Therefore only about 70 + 10 = 80 calories were 
to be expected from neutralization. Altogether 260 to 270 
calories were covered by known reactions, and for the 
origin of about 120 calories the explanation was lacking. 
Attempts for many years to find a higher heat of de-ioniza- 
tion in the living muscle or a measurable amount of energy 
by colloidal changes had been in vain. 

P. and G. P. Eggleton in the Institute of Professor 
A. V. Hill, and Fiske at the Harvard Medical School, had 
simultaneously found that two-thirds to three-quarters of 
the whole phosphate in muscle which was believed to be 
inorganic was in reality in a very labile combination, 
which, as Fiske had demonstrated, contained besides phos- 
phate also creatine in equivalent amount. This labile 
compound, named by the Eggletons ‘‘ Phosphagen,’”’ was 
decomposed in large part during the anaerobic fatigue ; 
during the oxidative restitution it was rebuilt similarly to 
the carbohydrate. In experiments which were made in 
collaboration with Dr. Lohmann, concerning the breakdown 
of phosphagen by muscle enzyme, Professor Meyerhof had 
found that sugar and lactic acid were never formed in this 
way. Preparations of phosphagen, about 90 per cent. purc, 
showed a molecular weight, dissociation curves before anil 
after splitting, and kinetics of hydrolysis which agreed with 
the simple formula of 1 molecule of phosphate and 1 mole- 
cule of creatine, obviously bound together by the amino 
group of the creatine; thus it was a phosphamide with the 
structure R.NH—PO(OH)?. 

In confirmation of the suggested constitution was the fact 
that all the known simple phosphamides behaved similarly ; 
they were stable in alkaline and unstable in weakly acid 
solutions. The splitting of phosphagen into phosphate and 
creatine gave a heat formation of 150 to 160 calories per 
1 gram of phosphoric acid; on the other hand it was found, 
in confirmation of tlhe work of the Eggletons, that durirg 
muscle activity the ratio of phosphagen breakdown to lactic 
acid formation was not constant, but decreased with 
fatigue. However, in an anaerobic fatigue of average 
degree leading to an accumulation of 2 mg. of lactic acid 
in 1 gram of muscle, 80 to 90 per cent. of the available 
phosphagen was split. This meant a production of 1.5 mg. 
of inorganic phosphoric acid, or 0.75 mg. of phosphagen 
phosphoric acid per milligram of lactic acid, which gave 
120 calories. This was exactly the value which was so far 
unaccounted for as a portion of the ‘‘ caloric quotient.’’ 
Thus the heat of contraction was caused not only by the 
anaerobic splitting of carbohydrate and associated physico- 
chemical reactions, but also by a second metabolic process, 
till now completely unsuspected—namely, the formation 
of creatine from a precursor. -It followed, on the other 
hand, that the caloric quotient could not be exactly the 
same during the whole course of fatigue, but must sink 
from a higher to a lower value corresponding to the 
diminishing amount of phosphagen split. The ratio between 
phosphagen split and lactic acid formed was about twice as 
high in the beginning of fatigue as in the calculation used 
above. The decrease of tho caloric quotient in higher 
degrees of fatigue was found in the speaker’s earlier experi- 
ments; an increase on very short stimulation was indicated, 
but could not be proved because of the insufficient accuracy 
of the measurements; he stated that it is purposed to 
reinvestigate this shortly. All voluntary muscles formed 
lactic acid from glycogen during mechanical work, while 
the occurrence of phosphagen was limited. Eggleton had 
not found it in the muscles of invertebrates, in which 
E. Mellanby had shown that creatine was lacking. The 
speaker had found that the muscle of the crab (Astacus) 
contained no phosphagen, but another phosphate compound 
which behaved similarly in chemical and physiological 
respects and was apparently a substitute for phosphagen. 
Probably, therefore, phosphagen-like bodies played a uni- 
versal part in the activity of striated muscle. It was most 
remarkable that, while the main part of phosphagen was 
restored only in oxidative recovery, a small part of the 
amount split during the tetanus was immediately after. 
wards rebuilt, apparently in the moment of relaxation, 
The energy for thi might be afforded by lactic acid forma 
tion, or the restabilization might be immediately duo te 
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the mechanical and elastic change corresponding to Hill’s 
heat of relaxation. Although the older hypothesis ‘of a 
double mechanism in muscle, tonic and contractile, due to 
creatine and lactic acid respectively, had not been verified 
in these experiments, some dualistic theory regarding the 
part played by creatine and lactic acid formation in con- 
traction apparently had now become necessary. There 
were doubtless several other metabolic changes during 
activity of muscle; such was the formation of ammonia 
studied by Tashiro, Embden, and Parnas. Professor Parnas 
in Lwow (Poland) had found that during injury, rigor and 
also during mechanical work ammonia was formed, in 
quantities of about 1 molecule NH, to 14 molecules of lactic 
acid, in proportion to the amount of work done. But the 
amount of ammonia was quite independent of the presence 
or absence of oxygen, and remained unchanged during 
recovery. This NH, was given up to the blood stream in 
the intact animal and was apparently the cause of the 
increased nitrogen metabolism during work, found by 
Rubner, Cathcart, and others. While this reaction as well 
as others completed the intimate picture of the metabolism 
of working muscle, he believed that the chemical happenings 
decisive for the supply of energy were now quantitatively 
known. In addition to the breakdown of glycogen and its 
resynthesis in recovery, the splitting of phosphagen and its 
rebuilding from creatine and phosphate furnished an 
important part of the energy supply of muscle; both 
together were responsible for the heat of contraction. — 


Professor G, Emppen (Frankfort-on-Main) directed atten- 
tion to the problem of ammonia production in muscular 
contraction. The question arose during work on lact- 
acidogen, the muscular substance which formed lactic and 
phosphoric acid. The extraction of this substance from 
fresh muscle was very difficult because it was associated 
with a nitrogen-containing body; finally, however, the two 
substances were completely separated. The lactacidogen 
could be isdlated as a crystalline brucine salt and as an 
amorphous barium salt, of a hexosemonophosphoric acid of 
a special kind. The nitrogen-containing substance was 
definitely identified with an already known body—namely, 
adenosinphosphoric acid, which had not till now been found 
as a mononucleotide in nature. Adenosinphosphoric acid 
seemed to occur in a rather large amount in fresh muscle, 
though during its isolation the greater part was lost. The 
fact that adenosinphosphoric acid could be got especially 
out of quite fresh muscles, while inosinic acid was obtained 
from the extraction of muscles not quite so fresh, led to 
the conclusion that there was a very close biological con- 
nexion between the two substances, which, as the formula 
showed, only. differed in this respect—that in the purine 
nucleus in place 6 the inosinic acid had an hydroxyl group 
and the adenosinphosphoric acid an amino group. The 
adenosinphosphoric acid could easily pass into inosinic 
acid by simple hydrolytic de-aminization, and this led to 
the idea that the formation of ammonia in dying muscles, 
previously observed and recently confirmed by Gad 
Andersen, might have its origin in this de-aminization. 
Gad Andersen had thought that this post-mortem ammonia 


formation might have its origin in urea, while Meyerhof, | 


who had found aminonia formation in isolated diaphragm 


muscle, believed that it came from proteins. Riebeling, 
Seiters, and Embden had shown that the spontaneous 


formation of ammonia in dying muscle was greatly in- 
creased by the addition of the sodium salt of adenosin- 
phosphoric, acid. Gerhard Schmidt had been able to trans- 
form adenosinphosphoric acid into inosinic acid by the 
effect of a ferment solution procured from muscle. ‘These 
processes, which were originally found in dying muscle, 
were later recognized as characteristic accompaniments of 
activity. The lactic acid formation in dying muscle had 
long been known, when Fletcher and Hopkins investigated 
the formation of this acid during activity. Also the pro- 
duction of inorganic phosphoric acid was at first »ecognized 
as a dying phenomenon and only later as a characteristic 
accompaniment of every muscular contraction. The close 
relationship between chemical processes in active and in 
dying muscle had led the speaker to investigate whether 
there was ammonia formation in active as well as in dying 
muscle. Experiments by Riebeling, Embden, and Wasser- 
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meyer had shown that severe fatigue of isolated frog 
muscles was associated with a very great increase in the 
ammonia content. Quite independently Parnas and 
Mozolowski had described ammonia formation in the fatigue 
of isolated frog muscles, and it could also be demonstrated 
during muscular activity in the living frog. In_ the 
gastrocnemii of frogs which did not jump much _ the 
ammonia content was about 2.2 mg. for 100 grams of 
muscle. In frogs killed forty-five minutes later it was 
increased to 5.1 mg., and seventy-five minutes later the 
ammonia reached 9 mg. The resting of previously fatigued 
muscles was followed by the disappearance of ammonia, 
both in isolated muscles and in living animals; the ammonia 
content in one case was 13.8 mg. before, and after one 
hour’s rest 9.6 mg. These frogs had been examined in 
May; in the other summer months ammonia never in 
creased so strongly, owing to the frogs being !ess lively, 
Thus in June the ammonia content was 2.6 mg. before, 
and 2.1 mg. after rest. Great variations were only evident 
in the month of May, at which time the frogs were very 
much more lively than at any other time. At every season, 
however, the quantity of ammonia was greater in lively 
frogs than in quiet ones; and in the esculenta species more 
than in the temporaria, In general, less was found during 
the night than in the day, and a well marked concentration 
in living frogs might be regarded as a sign of fatigue. 

When the gastrocnemii of both sides were tetanized for 
a short time in the same circuit, and the muscles of the 
one side then immersed in liquid air at the height of the 
tetanus, while the muscles of the other side were fixed, 
after a resting period of ten to sixty seconds the ammonia 
content of the muscles which were immersed later was 
found to be much lower than the others. This result was 
obtained in five winter experiments performed in frogs 
which were in good condition. Recent experiments by 
Miss Karstensen and Miss Schumacher indicated that the 
ammonia split off by a quite short tetanus was not rebuilt, 
or at least not completely rebuilt during relaxation. In 
these experiments the first muscle was not immersed at 
the height of the tetanus, but immediately after relaxation, 
the second one minute later. In all experiments in which 
the muscles relaxed immediately after the cessation of 
the stimulation less ammonia was found in the muscles later 
immersed. It seemed as if the muscles of frogs kept for 
a long time in the laboratory were less able to resynthesize 
the ammonia split off during tetanus, and the same was 
true for frogs caught only a few days before the experiment 
during summer heat. Such muscles behaved after one short 
tetanus like fatigued muscles. Therefore it seemed neces 
sary to perform experiments concerning the reversibility of 
the ammonia formation during muscular contraction only 
on such frogs which had been caught immediately before 
the experiment. 

From the experiments mentioned it was evident that 
during muscular contraction not only lactic acid and 
phosphoric acid were formed, but also ammonia appeared. 
Twenty years previously Slosse, working on dogs, had also 
found an augmentation of ammonia during muscular 
activity, and recently Tashiro had shown that during 
stimulation by single induction shocks isolated frog muscles 
gave off more ammonia than resting ones. The latter 
experiment could be explained, apparently, as well by 
augmentation of ammonia in the moment of contraction 
as by a diminution of muscular acidity at the same moment. 
Some years previously it was found that the katabolism 
and anabolism of hexosephosphoric acid were ruled by ion 
Lehnartz had ‘heen able to show that adenosinphosphor 
acid brought about much more rapidly than any othe 
known substance disappearance of inorganic phospho 
acid. These experiments were performed on the press jui 
of rabbit muscles. It seemed probable that this ionie 
effect of adenosinphosphoric acid might be of the greatest 
importance for the rebuilding of Jactacidogen duri 
muscular work. In the experiments of Lehnartz tle 
phosphoric acid was determined in strongly acid reaction. 
The differences, therefore, in the phosphagen content, which, 
as was known from the work of the Eggletons, was rapid 
split in strongly acid reaction, could not be determined. 
The experiments should accordingly be repeated with special 
attention to the phosphagen change. Nothing definite was 
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known. about the energy change effected by the ammonia 
formation in muscular contraction. The hydrolytic de- 
aminization of adenosinphosphoric acid in the formation of 
inosinic acid, an endothermic reaction, could be toned 
down by secondary processes following the de-aminization. 
As regards the importance of ammonia formation in the 
energetic changes, experimental investigation was required 
to determine whether al] the ammonia formed in muscular 
contraction came from adenosinphosphoric acid, or whether 
there were other sources of ammonia. Unpublished experi- 
ments by Wassermeyer emphasized that there was no other 
ammonia-forming substance than adenosinphosphoric acid 
(or perhaps adenosin). In every future attempt to explain 
the entire process of muscular contraction from a chemical 
standpoint attention would have to be paid to the ammonia 
formation during contraction. 


Sir F. Gow1anp Hopxins (Cambridge) remarked that 
there was a time-honoured assertion that the biochemist 
could not hope to deal with the actual events in living tissue, 
because from the very moment his methods were applied 
to them the tissues ceased to be alive. This assertion had 
been shown to be baseless by the advances already made in 
the chemistry of muscular activity. Progress had been 
so real that they had, perhaps, become unduly light-hearted 
in contemplating the problems; recent discoveries had 
shown that there were complexities hitherto unsuspected. 
On some important points sharp differences of opinion were 
developing, but since those who disagreed were experi- 
mentalists and not theorists, ultimate agreement would 
surely be reached. The speaker referred to the study in 
his laboratory of muscles which, after a prolonged stay in 
oxygen at low temperatures, had become completely insensi- 


' tive, their irritability being again restored by immersion 


in solutions of certain electrolytes. The facts observed 
seemed likely to thow light upon the conditions which 
determined a normal response to a stimulus. 


Professor T. H. Mizroy, in reply, referred briefly to the 
nature of the linkage of the phosphoric acid in the com- 
pound described by Professor Embden, and commented on 
the importance of the recent investigations which had 
just been reported. Within a comparatively short period 
our knowledge of the chemical changes in muscular 
activity had been greatly extended. 


MISCELLANEOUS PAPERS. 
Fottow1ne the discussion on the chemical changes accom- 
panying muscular activity a number of short papers dealing 
with physiological and biochemical subjects were read. 
Brief abstracts of some of these are printed below. 


Tue ConstITUTION oF THYROXINE. 

Dr. C. R. Harineron (London) detailed briefly the steps 
which led up to the isolation of thyroxine in the pure con- 
dition. It appeared that the first indication that the 
physiological action of the thyroid gland was concerned in 
any way with iodine was obtained by Kocher (1895), who 
made the observation that the administration of iodine had 
a favourable therapeutic effect in cases in which the thyroid 
function was deficient. In the same year the significance 
of this observation was extended by the work cf Baumann, 
who demonstrated the actual presence of iodine in the 
thyroid gland, and was further able to indicate a rough 
parallelism between the iodine content of various prepara- 
tions of the gland and their physiological activity. This 

iscovery made it at once apparent that any attempt to 
isolate the active principle of the gland involved a system- 
atic pursuit of the iodine. Baumann himself started 
experiments in this direction, and found that simple 


extraction of the gland with water and alcohol removed 


telatively little of the iodine, which, therefore, was appar- 
ently bound up more or less firmly with the proteins. On 
the other hand, hydrolysis of the gland with dilute 
sulphuric acid yielded a product (iodothyrin) which con- 
tained variable but larger amounts of iodine (5 to 14 per 
cent.) than the original gland, and also showed an enhanced 
physiological activity. In the light of present knowledge 
this substance was to be regarded as impure thyroxine. 





A similar substance was obtained by Hutchinson (1828) by 
peptic digestion of the gland, and by Oswald (1902) by 
acid hydrolysis of an iodine-containing globulin which ke 
extracted from the gland with dilute saline. By no 
method, however, could iodothyrin be prepared with a 
constant chemical composition. No further progress was 
made with the problem until, in 1919, Kendall announced 
the isolation of a pure crystalline substance from the 
thyroid which contained 65 per cent. of iodine, and which 
exhibited in a high degree the typical physiological action 
of the gland. On the basis of elementary analysis Kendall 
ascribed to this compound the empirical formula 
C,,H,,O,NI,; he further propounded a constitutional 
formula : 

Ho. Hi 

DD ( f> Cia.Ci-Coon 


rr M co 


regarding it as a derivative of oxindolepropionic acid 
(hence the name “ thyroxine’’), and as being ultimately 
derived from tryptophan. This formula, however, pre- 
senting as it did inherent chemical improbabilities, was 
advanced without any experimental support. 

The continued absence of any evidence as to the true 
chemical nature of thyroxine led Dr. Harington, in 1925, 
to take up the problem of its constitution. For this investi- 
gation the primary requirement was the possession of a 
fairly large amount of the pure substance, and a method 
had therefore to be devised which would give a better yield 
than the very small one obtained by Kendall. The method 
of the latter worker consisted in hydrolysis of the gland 
with 5 per cent. sodium hydroxide followed by a compli- 
cated process of salting out of the thyroxine, first as the 
barium salt and then as the sodium salt, the ultimate yield 
being 0.001 per cent. of the original gland. It was found 
that a considerable improvement was effected by substi- 
tuting barium hydroxide as the hydrolytic agent and by 
conducting the hydrolysis in two steps, a preliminary mild 
hydrolysis of the whole gland being followed by an intensive 
hydrolysis of the partially purified product. In this way 
about twenty-five times Kendall’s yield of pure thyroxine 
was obtained, and it became possible to accumulate a 
sufficient quantity of material for the investigation of its 
chemical structure. 

The first step in this investigation was the removal of the 
iodine; this was accomplished by means of hydrogen and 
palladium, a method which could easily be shown to induce 
no secondary changes in the molecule, and which there- 
fore yielded a product which was certainly identical 
with thyroxine, save for the substitution of the iodine 
of the latter by hydrogen. This iodine-free product 
eT ae proved to have the empirical formula 

1s,,0,N, which, in turn, indicated that the formula of 
thyroxine must be C,,H,,O,NI,. Desiodothyroxine further 
turned out to be an a-amino-acid with one phenolic group 
and two benzene rings in the molecule; a systematic process 
of degradation indicated, indeed, that the formula was 


HOY (4) SOY @) >CHs.CH(NH,).COOH 


that is to say, that the compound was the p-hydroxyphenyl 
ether of tyrosine. The correctness of this hypothesis was 
proved without great difficulty by the synthesis of this 
compound and the identification of the synthetic product 
with that obtained from thyroxine. Thyroxine was there- 
fore proved to be a tetra-iodo derivative of the above 
compound. 

The synthesis of desiodothyroxine did not, however, 
assist in the synthesis of thyroxine itself, since the four 
iodine atoms could not be introduced directly, nor could 
direct evidence be obtained as to the positions occupied by 
these atoms. The fact that two iodine atoms were appar- 
ently taken up directly with ease, together with various 
other considerations, led to the hypothesis that, in 
thyroxine, the iodine atoms were present in pairs, one in 
each of the benzene rings A and B. Since it was evidently 
the inner ring B which was resistant to direct iodination, 
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the problem of the synthesis of thyroxine resolved itself 
into the problem of the repetition of the synthesis of 
desiodothyroxine with the two iodine atoms already in 
position in ring B. The first compound of the desired 
series was obtained by combining the monomethyl ether of 
hydroquinone (f) with tri-iodonitrobenzene (IT): 





I 
CHs0g You + KN, 
I 
(I) (1) 
Y 
I 
rr ae » 
I 


a reaction which was rendered possible by the preferential 
mobilization of the middle one of the three iodine atoms in 
(11) by the presence of the nitro group. The resulting 
nitro-compound was converted, by, standard reactions, 
successively into the corresponding base, nitrile, and 
aldehyde, from which, by a modification of Erlenmeyer’s 
amino-acid synthesis, there was prepared the compound 





I 
HOY Yo<—_-SCHACH(NE).cooH 
I 


Aceording to our hypothesis, this compound required only 
the introduction of two more iodine atoms in order to 
eonvert it into thyroxine. On direct iodination in 
ammoniacal solution it took up, indeed, two atoms of 
iodine, which could only have entered the positions adjacent 
to the phenolic group in the outer ring, giving therefore 


I I 
HOY >0¢ —« CHCH(NH)COOH 
I I 


The resulting compound was chemically and physically 
indistinguishable from thyroxine. The final identification 
was accomplished by clinical tests carried out by Professor 
Murray Lyon, the result of which indicated the complete 
similarity of the synthetic product with that isolated 
from the gland. 

Two points arose in connexion with the proof of the 
constitution of thyroxine. The compound was an amino- 
acid, and, in the thyroid gland, it was almost undoubtedly 
present in combination in a peptide or protein, which was in 
accordance with the views of the earlier workers on the 
subject. Secondly, by virtue of its structure as an o-amino- 
acid it was capable of existing in optically active modifica- 
tions. The compound isolated from the gland, owing no 
doubt ‘to the alkaline hydrolysis which was employed 
was racemic, as was also the synthetic compound. Dr. 
Harington added that work was at present in progress on 
the resolution of thyroxine into its optically active com- 
ponents, and it would be interesting to see whether one of 
these might exhibit a higher degree of physiological activity. 


Kocher (1895): Dis Sehilddranu;wnkti 

cher : 46) = Schilddriisenfunktion. Baum 5 . 
physiol. chem., 21, 481; 22, 1. Oswald (1900): Pf a - Le agg Sait. 
Beitr. z. chem. Physiol, u. Pathol. 1902, 2, 545, Hutchinson : Journ. of 
Jeura., 1927, m1,” “we arington and Barger: Biochem. 





PHYSIOLOGICAL ConSIDERATIONS IN Hicu Broop 
PREsSURE. 

Professor R. J. S. McDowatt (London), in a com- 
munication on physiological considerations in high blood 
pressure, stated that the chief evidence that the problem 
was primarily a physiological one was that in these cases 
of high blood pressure there might be intervals during 
which the blood pressure waz normal, and that treatment 
of often brief duration might cause the pressure to fall. 

The late Professor Starling had dealt with the problem 
from the physiological standpoint and had indicated how 
the high blood pressure might be accounted for as an over- 
action of the vasomotor centre. This view had recently 
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been supported by Professor McWilliam, who had at th 
same time given one of the best reviews of the subject in 
existence. 

Professor McDowall said that it would be interesting to 
determine how the vasomotor centre was stimulated t 
excessive activity. Starling had suggested that minute 
clots in the medulla would explain this overaction, but 
this could not explain the intermissions, or the effects of 
treatments, and the fact that no other function of the 
medulla was affected. Clinicians recognize two great 
factors in the causation of hyperpiesis—namely, toxaemia 
and mental stress—the former cause having been championed 
in this country of recent years by Dr. Batty Shaw and the 
latter by Lerd Dawson. 

Professor McDowall dealt first with toxaemia and the 
possibility of producing high blood pressure in animals by 
the injection of substances likely to eccur in the body, 
While it was not necessary to consider the artificial injec. 
tion of adrenaline, the effect of which was evanescent, 
various workers had attempted to find evidence of the 
existence of a pressure substance in the blood of cases ¢f 
hyperpiesis, but on the whole the evidence was negative, 
He said that the substance which would produce a lasting 
high blood pressure in cats was histamine, which, as shown 
by Dale and Richards, dilated capillaries. If, however, an 
animal was anaesthetized with chloralose, and time given 
for all the effects of the sensory stimulation ‘of the operation 
to pass off, a temporary fall of blood pressure was obtained, 
succeeded by a prolonged rise. This rise was believed to 
be due to an over-compensation of the vasomotor centre, 
The speaker had obtained definite evidence that when the 
blood pressure had returned to or above normal the aorta 
had constricted, as indicated by an increased velocity of 
the pulse wave, and that there had been a constriction of 
the vessels of the skin. There was brought into operation 
exactly the same mechanism as was utilized in haemorrhage 
—a constriction of the arteries, which maintained the 
arterial pressure, and reduced the venous pressure, 
From the work of Kellaway and Cowell and the subsequent 
work of Dale and Burn there seemed little doubt that the 
activity of the vasomotor centre was reinforced by the 
action of adrenaline secreted by the animal itself. Such 
over-compensation did actually occur in haemorrhage. If 
5 to 10 ¢.em. of blood was removed from a cat the blood 
pressure, taken several hours later, was not infrequently 
found to be over 200 mm. of mercury. A similar observa 
tion had been made by Dr. Anrep on dogs. Several early 
workers on the effects of posture, including Professor 
Leonard Hill, had described instances of over-compensation 
anda raised blood pressure on the assumption of the ered 
posture. 4 

In considering the mental factors Professor McDowall 
remarked on the familiar effects of emotion on the circula 
tion, the cardiac acceleration, and the pallor of fear; this 
latter was often very clearly seen in children. It did not, 
however, appear to be generally appreciated that mental 
conditions which gave no appreciable sensations might 
cause constriction of vessels. This was first shown by Mosse, 
and it was interesting to note that the diminution of the 
volume of the limb due to a minor emotion. was the first 


“experiment ever made by Mosso on the plethysmograph. 


During the last few years several workers in Professor 
McDowall’s laboratory, Densham and Wells especially, had 
established the fact that what used to be known as the 
psycho-galvanic reflex was really a similar phenomenos 
caused by constriction of the vessels of the skin. Fag 
example, a pinprick, actual or only threatened, caused a® 
enormous fall of the electrical resistance of the skin; @ 
fact, any form of mental stress or effort brought about 8 
similar result. Mosso,. indeed, in order to convince # 
seeptical friend, had demonstrated that this vaso-constrictiog 
occurred in passing from the translation of ‘‘ seen” t@ 
‘unseen ” Greek. The high blood pressure of mental 
stress might be brought about by a similar mechanism 
Lord Dawson had found that in certain schoolboys there was 
a considerable rise in the blood pressure above normal 
during examinations. 

While the exact nature of the whole phenomenon was 
still uncertain, yet, from the relation of the threatened to 
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the actual pinprick, Professor McDowall suggested that the 
emotions which caused this vaso-constriction might be looked 
‘upon as conditioned sensory stimulations. In physiology it 
shad long been known that actual sensory stimulation caused 
a rise of blood pressure. It was very interesting that the 
rise of blood pressure which could occur under conditions 
of mental stress might be considerable. For months he had 
his blood pressure taken daily, and quite accidentally it was 
found that on one occasion before an important lecture his 
blood pressure rose from a normal of 110 to 160, and 
remained up for several hours. Previously Leonard Hill, 
and more recently Gillespie, had shown similar rises of blood 
pressure in response to mental effort. He had little doubt 
that this rise of blood pressure was designed for the facilita- 
tion of muscular activity, which in a civilized life did not 
necessarily accompany or succeed mental stress. 

Their next step had been to determine how far these two 
causes might influence ordinary individuals at work. The 
investigation was just in its infancy, but even already some 
very suggestive points had cropped up. His colleague Wells 
had found that in some individuals there was a diurnal 
variation, which they believed to be associated with mental 
stress. There was often in women a pre-menstrual fall and 
a post-menstrual rise, and, what was extremely interesting 
from the toxaemic point of view, a definite influenzal fall 
and a post-influenzal rise. The same individuals when 
fatigued did not show the diurnal variation. 

These observations were being extended to other forms of 
toxaemia with a view to determining if the response to other 
toxins was the same, and, if so, to what extent different 
individuals responded similarly. 


Naturat Arrest oF HAEMORRHAGE. 

Professor Joun Tart (Montreal), in a communication 
dealing with the natural arrest of haemorrhage from a 
wound, said that throughout the animal series there were 
arrangements whereby any accidental wound of the blood- 
containing system became plugged by the intervention of the 
blood. The common belief was that the plasma was par- 
ticularly and exclusively involved in closing any accidental 
orifice. In all the invertebrates possessed of blood or body 
fluid it was the corpuscles that played a part; they adhered 
to the edge of the wound in the vessel, and by successive 
accumulation became aggregated into a’ resistant gummy 
mass, which acted as a plug. A similar phenomenon also 
occurred in the case of vertebrates, the corpuscles involved 
being the special elements called spindle cells or thrombo- 
cytes. The question, then, arose whether coagulation of the 
blood plasma assisted in arrest of haemorrhage. Where the 


bleeding occurred into the meshes of areolar or connective 


tissue coagulation was induced. If the vessel previous to 
puncture had been carefully denuded of its adventitial 
sheath the only method of arrest was by agglutination of 
thrombocytes—platelets in the case of the mammal. The 
speaker illustrated his remarks with lantern slides. 


Tae Crecunation Rare. 
Dr. H. Wurrripcr Davies (Leeds) and Professor B. A. 
McSwiney (Leeds) contributed a joint communication and 
-described experiments in which estimations of the circula- 
tion rate in dogs were made by the Henderson-Haggard 
ethyl iodide method. The results showed very consider- 


able disagreement with those determined simultaneously by 


another and more reliable procedure. It was found that 
the most important fundamental assumptions of the ethyl 
iodide method were erroneous; thus the coefficient of dis- 
tribution of ethyl iodide between alveolar air and arterial 
-blood was found to be approximately 5.2, instead of 2.0 as 
stated by Henderson and Haggard. Moreover, considerable 
quantities of ethyl iodide were found in the mixed venous 
lood. Under certain conditions the difference between 
arterial and mixed venous concentrations of ethyl iodide 
Was approximately equal to the alveolar concentration 
multiplied by two. This fact would account for the reason- 
able results obtained in many instances, the two errors 
tending to cancel one another. Such a cancelling was, 
owever, purely fortuitous and could not be relied upon. In 
Some cases, where pulmonary embolism occurred, the relation 
between the concentration of ethyl iodide in the arterial 





blood and in the mixed alveolar air was markedly disturbed. 
Similar disturbances would occur in any pathological condi- 
tion in which the normal relationship between alveolar 
ventilation and pulmonary circulation was upset. The 
automatic method of sampling alveolar air described by 
Henderson and Haggard, when applied to dogs, gave results 
which were remarkably consistent and reasonable. The 
alveolar carbon dioxide pressures agreed closely with those 
of the arterial blood obtained indirectly by determinations 
of its carbon dioxide contents and dissociation curves. 








OPTIC NEURITIS. 


I.—ETIOLOGY: DIAGNOSIS: PROGNOSIS. 


BY 


J. V. PATERSON, M.B., F.R.C.S.Ep., 
Ophthalmic Surgeon, Royal Infirmary, Edinburgh. 





By the term “‘ optic neuritis’ the oculist usually means 
a certain type of morbid changes which he sees at the optic 
disc on examination of the fundus of- the eye. He recog- 
nizes, however, that parts of the nerve other than its distal 
end, though not visible with the ophthalmoscope, are also 
liable to be affected by changes such as oedema or inflamma- 
tion, and in speaking of these cases he usually employs 
the term ‘ retrobulbar neuritis.’ Y 

The optic disc has been perhaps the most carefully studied 
of all the parts of the fundus oculi, and naturally very 
complete descriptions of the morbid appearances have been 
given, and even the relation of these appearances to local 
pathological and anatomical findings have been fairly well 
made out, though opportunities for the anatomical and 
pathological examination of early cases of optic neuritis 
are of very rare occurrence. 

During the long time that has elapsed since the early 
descriptions of morbid appearances at the disc a great deal 
of confusion seems to have gradually developed, owing to 
@ vague, uncertain, and variable nomenclature. New 
names intended to define or describe certain types of disc 
change have been introduced, and terms such as ‘“‘ optic 
neuritis,’ ‘‘ papilloedema,” ‘‘ choked disc,’’ ‘ papillitis,”’ 
and ‘ neuro-retinitis’’ are now freely used. The sense 
in which the oculist uses these terms will depend a great 
deal on the view he has formed, or has been taught, regard- 
ing the etiology or the pathological significance of the 
changes he has under observation. In my opinion the 
classification of cases of optic neuritis should be based on 
a full investigation of the cases as a whole, and not merely 
on the observer’s idea of the type of disc changes present. 
When the cases are studied from this wider point of view 
it will be readily admitted that those associated with 
increased intracranial pressure may be at once placed in 
a class by themselves. This differentiation depends not only 
on the type of the disc changes—for example, the amount of 
swelling—but also on the examination of the vision (the 
absence of any pronounced visual disturbance in the early 
stages being of paramount importance im the diagnosis). 
Many of the older case records where optic neuritis or 
double optic neuritis is noted as occurring, but without 
proper record of the presence or absence of visual sym- - 

toms, leave the reader guessing as to the significance to 
be attached to the term “ optic neuritis.” 

With regard to the study of the changes at the disco 
I can well believe that the use of the Gullstrand ophthalmo- 
scope is of the very greatest importance, and I hope that 
the younger school of ophthalmologists in this country will 
have more opportunity of using this valuable instrument 
than their predecessors have had. While freely admitting 
that many cases of disc change can be instantly and 
correctly interpreted as due to intracranial pressure, there 
are many cases where, especially in the early stages, the 
diagnosis cannot be made with any certainty from the 
disc appearances. Vision, at least in the early stages, is 
in the vast majority of the cases little if at all affected. 





*The opening paper of a discussion on optic neuritis in the Section of 
Ophthalmology a the Annual Meeting of the British Medical Association 
at Edinburgh. The president, Dr. A. H. H. Sinclair, was in the chair. 
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Any noteworthy defect of central vision must be fully in- 
vestigated in order that its cause and significance may be 
rightly understood. Careful study of the visual fields may 
in certain cases be of the greatest importance in helping 
to locate the position and extent of an intracranial dis- 
turbing factor. The results of lumbar puncture, as deter- 
mining the presence or absence of increased pressure, or 
in revealing the presence of cellular elements or micro- 
organisms in the spinal fluid, are often of great value. The 
part played by the z-ray plate is familiar to us all, though 
some may agree with me that the interpretation of z-ray 
photographs of the skull requires much careful study and 
experience. In my opinion the reading of the g-ray 
specialist is often of less value than that of the clinician 
who has studied the case in its various «spects, and is also 
equipped with a wide personal experience of z-ray photo- 
graphy of the skull. The Wassermann reaction is now so 
uniformly taken in cases of this kind that it hardly 
requires mention. The co-operation of a neurologist in 
seeking to establish a full diagnosis is taken for granted. 
Having, then, made up our mind by careful study of 
a case that the disc changes are a manifestation of in- 
creased intracranial pressure, what descriptive group name 
shall we give it? ‘‘ Papillcedema ”’ is simple and expressive, 
but hardly tells us enough—merely, indeed, that the disc 
is swollen. Some expression such as ‘‘ pressure-oedema ”’ 
seems to be needed, and Dr. Traquair has boldly coined 
the term “ plerocephalic oedema’”’ to define the type of 
change met with in this group. 

With regard to the etiology of the disc changes in this 
group, there is now a general consensus of opinion that 
the intracranial pressure is the all-important deciding 
factor, and further, that the changes observed, at any rate 
in the early stage, are due primarily to an oedema of the 
tissues involved. In what way the increased pressure 
acts—whether, for example, by pressure on the retinal 
vessels inside the nerve sheath, or by obstruction of the 
flow of fluid along the lymph paths in the nerve—does not 
seem to be yet fully determined. Experiments on animals 
to bring about increased intracranial pressure seem to have 
been most successful in producing disc changes when direct 
fluid pressure was used. Apparently it is very difficult 
indeed to produce by artificial means a slowly increasing 
intracranial pressure such as is caused in man by a growing 
cerebral tumour. The theory that the papilloedema (or 
choked disc) was caused by the action of irritating or 
toxic fluids circulating within tho nerve sheath seems now 
to have fallen into disrepute, and is negatived by many 
clinical observations, and by the fact that the relief of 
pressure is so effective in bringing about disappearance of 
the swelling of the dise. This was specially shown by the 
great pioneer work of Victor Horsley, who proved once 
for all that after timely relief of pressure by operation, 
the swollen disc will more or less quickly sink to its 
former level, and the stage of atrophy with ultimate loss 
of vision be prevented. 

In recent years Cushing and Walker in America, by 
great advances in methods of examination and a highly 
elaborated and brilliant surgical technique, have demon- 
strated to the world that intracranial procedures of extra- 
ordinary magnitude and complexity can be carried out with 
comparative safety. While recognizing the limitations and 
very serious risks of these procedures, I would nevertheless 
support the view that cases of increased intracranial 

‘pressure with changes at the disc should be operated upon 
in the early stage, so that the patients may have the best 
chance of retaining vision. Those cases in which more 
than a palliative trephine is indicated should, in my 
opinion, be operated upon only by a surgeon who has had 
very special training and experience in this class of work. 
Brain abscess may be said to form a special group of cases 
treated on specia] lines. Once the stage of optic atrophy 
is reached experience has shown that the results of opera- 
tive treatment are apt to be very disappointing. In some 
cases, indeed, operation seems to have hastened tho onset 
of blindness. Only in definitely syphilitic cases does medical 
treatment seem to have any real chance of effecting a cure. 
From occasional cures of this kind sprang, no doubt, the 
old maxim “‘ Try iodide,” a method of treatment which 
used to lead to much unwarrantable delay. As you are all 





aware, prolonged increased intracranial pressure is caused 
mainly by intracranial neoplasms, but also by cysts, 
abscesses, gummatous or tuberculous nodules, intracranial’ 
aneurysm, and blood extravasations; and in some cases by 
sinus thrombosis, meningitis, skull deformities, etc. 

I should like here to allude to those cases of optig 
neuritis following severe penetrating head injuries. The 
vast amount of evidence obtained during the war has showy 
that disc changes are of very frequent occurrence in these 
cases—say in 30 to 50 per cent. Only some of these caseg 
appear to be due to increased intracranial pressure. In 
very many of them there is the added complication of 
sepsis, often with the retention of foreign matter within 
the cranium. In many of these cases the general sym. 
ptoms are so severe that anything like detailed investi. 
gation of visual symptoms is quite impossible, and no 
really accurate clinical differentiation of the type of dise 
changes can be made. Having no personal experience of 
this typo of case, I should like specially to hear something 
of the experience of those among us who saw very large 
numbers of these cases during the great war. 

I will now pass on to consider the cases of optic neuritis 
not depending upon increased intracranial pressure. These 
are due, in the main, to inflammatory processes in the 
nerve or its sheath which may lead directly or indirectly 
to disc changes. In a very large proportion of the cases, 
however, these inflammatory processes are situated too far 
from the eye to produce any visible signs at the disc during 
the acute stage, though later a certain amount of atrophie 
change almost always becomes visible. In cases with 
changes at the disc the amount of swelling is usually much 
less than is so often typically shown in the former group. 
It may be worth while to give a very condensed rendering 
of Behr’s description of this type from von Hippel’s 
article in the Graefe-Saemisch Handbuch, though, as I have 
already stated, it is impossible to establish a diagnosis by 
ophthalmoscopic examination without consideration of the 
whole clinical picture: 

“This type does not present the transparent glassy swelling of 
the papilla so characteristic of the oedema accompanying increased 
intracranial pressure, The disc rapidly becomes less transparent 
and the lamina invisible. The roots of the vessels become veiled 
by swollen nerve fibre tissue. This veiling of the vessels extends 
some way from the disc. The colour of the disc is usually redder, 
the veins are apt to be greatly distended, and the arteries small.” 

While a description of this kind may hold good in many 
cases, still, as I have already said, it is often impossible 
to make any certain differentiation of type by ophthalme 
scopic appearances. Disturbance of function comes into 
prominence in this group. Central scotoma with visual 
failure is common and characteristic, though not invariably 
present. This failure of vision seldom depends upon at 
changes which may be visible at the disc, but on th 
presence of inflammatory foci in the course of tho nerve, 
and the defects in tho field of vision will depend on the 
position and severity of the lesion interfering with nerve 
conduction. The course of these cases is variable, and im 
some the gereral condition of the patient gives evidence 
of severe general disease, as, for instance, in syphilis of 
meningitis. These cases do not form a clinical group 9 
well differentiated as the previous group due to increased 
intracranial pressure. For clinical and descriptive pul 
poses I have tried to subdivide them, following in the mail 
von Hippel’s classification. J 

(1) A somewhat small group characterized by inflath 
matory processes which develop within the nerve sheath 
and spread by contiguity to involve the nerve. In the 
early stage vision may not be much affected, and in’ 
large proportion of cases it is the peripheral, rather tha 
the central, part of the field that first shows visual d 
turbance. In this group syphilis is a very tain ea 






causative factor. This probably accounts for certain case 
of optic atrophy in young children with a positiv 
Wassermann reaction. A case of the kind with vely 
severe infiltration of the meninges, nerve and optic dise 8 
figured in von Hippel’s article. I have not seen a large 
number of cases of syphilitic meningitis affecting the opti 
nerve and with changes at the disc, but I think all I have 
seen showed changes in tho vitreous in the shape of fine 
opacities. { have examined many cases of optic neuriti# 
in patients with meningitis, mostly from ear trouble, and, 
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in my experience, the disc changes did not usually appear 
till a very late stage of the disease, and may have been due 
to increased intracranial pressure. Tuberculosis appears 
to be a very rare cause of optic neuritis, except in cases 
of intracranial nodules causing pressure oedema of the disc, 

(2) I now pass to the great group of cases of optic 
neuritis due to toxins circulating in the blood and giving 
rise to an inflammatory focus in the optic nerve, Very 
gecasionally infective organisms may actually settle in the 
perve, but the great natural tendency to recovery in_ this 

up of cases negatives the idea of actual microbic infec- 
tion of the nerve being anything but an extreme rarity. 
In some few cases the inflammatory process affects the 
nerve head directly, but usually it is extra-ocular or retro- 
bulbar. If close to the eyeball signs of inflammatory action 
aro likely to appear at the disc. The swelling in this case 
is, however, an inflammatory reaction due to the toxins 
in the neighbourhood. Our specialty shows in a variety of 
ways how easily this may take place—for example, in 
welling of the orbital tissues before there is actual 
jnvasion from an inflamed sinus, or great oedema of the 
conjunctiva from a sty. 

The symptoms, course, and prognosis very seldom appear 
to be modified by the presence or absence of changes visible 
ai the disc. In the majority of the cases disc changes 
are absent in the early stages, and the diagnosis of optic 
neuritis has to be made from a careful study of the visual 
disturbance and of the history and general symptoms. As 
a rule one eye only is affected. Changes at the disc, if 
present, usually amount merely to a varying degree of 
redness and swelling, with a blurring of the margins, but 
in some cases the swelling may be very gross, and accom- 
panied by retinal haemorrhages. The diagnosis is made 
not from the disc changes, but, as I have just stated, 
from consideration of the visual disturbance and of the 
case as a whole. The visual disturbance is usually very 
obvious, owing to the presence of a central scotoma of a 
fairly large size. According to Traquair the centro-caecal 
type of scotoma is common, while arcuate defects from the 
blind spot arching over the macular region are also of 
frequent occurrence. The scotoma is usually intense, but 
may vary in different parts. In some cases the scotoma 
breaks through to the periphery by a narrow neck. 

Recovery of peripheral vision usually precedes the dis- 
appearance of the central defect: Even when normal 
vision by the test type has been restored, a careful exam- 
ination will often show slight depression of the central 
area, especially for small coloured objects. In many cases 
recovery is only partial, and in nearly all cases more or less 
pallor of the disc appears as a permanent record of the 
attack. Probably many slight cases, where vision is less 
disturbed, never seek medical advice, recovery rapidly 
taking place. Chronic cases are very rare unless we admit 
tobacco amblyopia into this group.- (I do not propose, 
however, to deal with these forms of toxic amblyopia due 
to alkaloids and other poisons.) 

Care should be taken in the diagnosis of retrobulbar 
neuritis, and in cases with a small central scotoma a very 
careful examination of the macula must always be carried 
out. In hysteria we have to deal rather with a peripheral 
than a central field defect. It has also to be remembered 
that the lesion may be situated far up the nerve, and, by 
involving the chiasma, cause a defect in both fields. Among 
Kell established causes of retrobulbar neuritis disseminated 
lcrosis holds the first place. I remember well reading the 
Miginal account of the after-history of cases of retrobulbar 
and unilateral optic neuritis examined in the Tiibingen 
Ginic. Since that time among my private cases I have 

several patients in whom disseminated sclerosis in its 
fylly developed form followed a retrobulbar neuritis after 
the lapse of many years. The importance of this connexion 
between the eye condition and this widespread nervous 
affection is everywhere recognized. 
» There remain, however, a large number of acute cases 
for the origin of which an adequate explanation is wanted. 
Some, perhaps many, of my audience will at once say to 
themsclyes: ‘‘ This explanation has been found; it is of 
fourse merely an invasion of the nerve from the posterior 
Rasal sinuses.’? After the researches of Onodi and others 











on the anatomical relations of the optic nerve to the 
posterior ethmoid and sphenoidal sinuses, this explanation 
appears most convincing and plausible, but to me the proof 
is altogether wanting. I admit at once that many cases of 
retrobulbar neuritis, mostly of a chronic persistent type, 
have arisen from involvement of the nerve in the inflam- 
matory affection of a sinus, and I also admit that these 
cases have undoubtedly been cured or relieved by free 
operation on the diseased sinus. What I do not yet believe 
is that the common acute retrobulbar neuritis which oculists 
so often meet with has been proved to be due to a spread of 
inflammation or of inflammatory products from the sinus 
into the nerve, in such a way as to create an inflammatory 
focus which would explain the symptoms. 

I have worked in this department of the Infirmary for 
more than thirty years, and during a ijarge part of that 
time this department has been in closest touch with a 
highly organized, up-to-date, and very energetic ear and 
throat department situated at our doors. During that time 
our department has been in the habit of sending to the 
ear and throat department a large number of cases of 
acute sinus trouble, the patients having come to us on 
account of pains in the neighbourhood of the eye 
suggestive of trouble especially in the frontal or 
ethmoid region. In-the great majority of the cases our 
diagnosis was confirmed by our rhinological colleagues and 
proper treatment employed. None .of these patients came 
to us on account of visual disturbance, which is, of course, 
the outstanding symptom of retrobulbar neuritis. Very 
rarely have I seen a case even of severe sinus trouble 
sent to us from the ear and throat department on 
account of a visual defect, although our colleagues were 
well aware of this possibility. So far as I know the ear 
and throat department has never sent us a case of early 
acute sinusitis with complaint of visual trouble. 

Some years ago the Scottish Ophthalmological Club had 
a meeting with the rhinologists belonging to a similar 
club to thresh out this vexed question, which was at that 
time so prominent in the medical press, especially in 
America. A committee was formed of oculists and rhino- 
logists to co-operate in the investigation of these cases. 
The oculists were to examine the cases of sinus trouble 
for visual disturbance, and the rhinologists were to examine 
the noses of cases of optic neuritis for nasal disease in 
any form. The inquiry began with some enthusiasm, but 
faded away to nothing because little if anything was ever 
found, the oculists finding the eyes of the sinus patients 
healthy, and the rhinologists finding the noses of the retro- 
bulbar cases healthy after careful investigation, but without 
opening the sinuses. 

Now I was educated for a long time in the Vienna 
school, and am an ardent admirer of the critical sagacity 
of that school. I therefore read the recent publication of 
Professors Meller and Hirsch with great care, but, I am 
afraid, I still remain absolutely unconvinced. Meller, as 
you know, takes up a rather extreme position. He admits 
that retrobulbar neuritis occurs very rarely in severe sinus 
disease, and ascribes the type commonly seen to acute 
sinus trouble of a kind which apparently gives no signs in 
the nose to ordinary examination. Hirsch’s account of 
changes found in the mucosa on opening the sinuses is 
to me unconvincing. Meller lays great stress on the 
success of operative treatment, the successful methods of 
treatment being of the most varied kinds, and ranging 
from the boldest surgical interventions to scratching of the 
turbinates, or the mere application of cocaine or adrenaline. 

Unfortunately, I have had no time to look over the old 
records of acute retrobulbar neuritis, but I know that it 
has always been regarded as a disease where the pro- 
gnosis was almost certainly favourable. Curiously enough 
I have had experience of several private cases where opera- 
tion was deferred, and where recovery took place before the 
nose was interfered with. Think how the rhinologists and 
the patient would have been alike impressed by the almost 
miraculous restoration of vision within a very short time 
after the operative treatment on the nose. I do uot know 
any kind of cases in the whole range of medicine wheze one 
is more likely to be deceived with regard to the efficacy of 
operative measures than these cases of acute retrobulbar 
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neuritis in young adults. After all, how many patients do 
we meet with in hospital or in private practice with one eye 
blind from an atrophy probably due to this cause? With 
regard to the pathological findings in the mucous membrane 
of the sinuses opened by operative intervention, one is 
struck by their insignificance, and would like to hear further 
reports on these findings. However, I still remain open 
to conviction, and if there is time I should like to hear 
opinions on this really important question, for, after 
all, there must be some source of infection. 

After this great group of cases which we class as retro- 
bulbar there remain yet to be considered some smal! sub- 
sidiary groups, such as the neuritis following inflamma- 
tion in the anterior segment of the eyeball, neuritis attend- 
ing gross vascular disease, and the so-called neuro-retinitis, 
which is, of course, usually a sign of general systemic 
poisoning, as in Bright’s disease and diabetes. None of 
these three groups seem to be suitable for discussion at the 
present time, and, as I have already stated, I have said 
nothing on such conditions as tobacco amblyopia. 

I should like, however, to call attention to cascs of severe 
affection of the nerve in myelitis, and to those rare cases 
of very severe acute optic neuritis with sudden blindness 
or extreme loss of vision. I will leave any discussion of 


these cases to Dr. Rénne and others with special knowledge 


of the subject. 





II.—NOMENCLATURE OF THE CONDITION. 
BY 


HENNING RONNE, M.D., 
Copenhagen. 





Tue ophthalmologist must consider the diagnosis, inflamma- 
tion of the optic nerve, not only on account of the danger 
which this disease by itself entails for the visual nerve 
of the patient, but he must also regard such inflammation 
as a symptom of serious affections of the brain of various 
kinds, symptoms which are of the greatest importance for 
the neurological diagnosis. 

In order to be able to apply the information which 
the examination of the eye may give, it is naturally 
necessary that the neurologist should understand what 
meaning the ophthalmologist attaches to the terms by 
which he characterizes the various conditions. It is an 
unfortunate fact that the terms ‘choked disc” and 
“neuritis optica’”’ have several meanings, and it is still 
more unfortunate that the two parties, ophthalmologists 
and neurologists, make use of the terms in these several 
meanings, so that misunderstandings are apt to arise. 

The terms “choked disc”? and “ neuritis optica”’ are 
mostly used as ophthalmological morphological expressions, of 
which the former is employed for the swollen neuritic disc, 
the limit of swelling being conventionally fixed at an eleva- 
tion of not less than two diopters. In this way the terms 
are clearly defined, and in practical respects this distine- 
tion is of importance because the swollen disc is far more 
frequently. a sign of intracranial hypertension than the 
disc which is not swollen. But in itself it is not the degree 
of the swelling which interests the neurologist—he wiil ask 
the ophthalmologist about something quite different: Is the 
neuritic change of the disc an oedema which indicates 
disease of the brain—in particular an increased intra- 
cranial pressure—or is it an indication of a local inflamma- 
tion of the trunk of the optic nerve? 

But here there is clearly no question of ophthalmoscopic 
appearances, but of clinical, pathological, anatomical ideas 
which demand from the ophthalmologist a combination 
diagnosis with al] its possibilities of error. It is true that 
this diagnosis is in most instances very easy, but sometimes 
the conditions may be rather more difficult. 

It is not always a simple matter to decide whether in 
a given instance there exists a primary papillary oedema 
with functional disturbance resulting from secondary 
atrophy of the nerve fibres, or whether there is a primary 
lesion of the optic nerve with secondary papillary oedema. 
Here I will only mention the not very rare cases of choked 
disc with sudden initial blindness, Later on I will refer 


more fully to these cases, but will only point out here 





that opinions do not agree as to indications for treatmen 
in such cases, because the question as to the primary caus 
of the disease is not quite solved. : 

With typical fresh choked disc in a case of bred 
tumour reduced central vision as a consequence of macr! 
involvement may erroneously cause tke assumption of 
primary focus in tho optic nerve. In English it mig 
very well be reasonable to use the term “ choked disc” fi 
the ophthalmoscopic morphological idea, and, on the oth@ 
hand, the term “ papillary oedema ’’ for the pathologie. 
anatomical idea, but even a well considered and consistent 
use of these terms would not quite solve the difficulties, 

The fact that papillary and optic nerve affections ig 
cases of neuro-retinitis albuminurica are pathologically and 
anatomically very closely related to choked disc, possibly 
also in their pathogenesis, will probably not give rise to 
much difficulty, since such an important pathogenic srm 
ptom as hydrops of the optic nerve sheath is common to 
both. From a clinical point of view the resemblance is ley 
striking, as the papillary oedema in albuminuric retinitis 
is almost always small. The pathologico-anatomical iden 
tity in this case will hardly give rise to difficulties in 
diagnosis or in terminology. 

The situation is less fortunate in regard to intraocular 
interstitial neuritis optica, which forms the opposite to 
the choked dise clinically, but not in pathologico-anatomical 
respects. It is true there exists, particularly in Germany, 
a generally adopted opinion that papillary affections, as in 
the case of interstitial inflammations of the optic nerve, 
are of genuine inflammatory character, the same as the 
affections of the trunk of the optic nerve. This is 
expressed by the attempt to introduce special terms for 
genuine papillary inflammation—‘“ papillitis,” ‘‘ entziind 
ungs-papille ’? (Behr)—and as a result Behr’s attempt to 
attain ophthalmoscopically a reliable differential diagnosis 
between papillary oedema and papillary inflammation. 

In my opinion, however, this method is not possible, 
The examination of a large number of optic nerves with 
a variety of affections, performed partly by myself, partly 
at my request by Hugo Thomsen, has shown me that even 
if there exists an actual inflammatory condition of the 
optic nerve, the papillary affection is, in the closer sense 
of the word, always an oedema. In one patient with a very 
severe syphilitic gummatous inflammation of the optie 
nerve, it appeared that the inflammatory infiltration 
almost reached the lamina cribrosa. Even in this case the 
papillary affection was almost purely an oedema, as ther 
were only very slight cellular changes anterior to the 
lamina cribrosa. The general statement made here that 
the ordinary intraocular neuritis optica is an oedematoms 
condition of the papilla, immaterially whether the 
ophthalmoscopical change is due to an interstitial neuritis, 
to a tuberculous meningitis with secondary interstitial 
neuritis optica, to a-gummatous infiltration of the optical 
nerve, or to a purulent meningitis, is supported by inde 
pendent pathologico-anatomical examinations, and is als 
in accord with F. Klauber’s examination of neuritis optits 
in cases of bullet injuries in the skull. In my opiniot 
there is reason to suppose that the idiopathic inflammatio 
of the optic nerve, with which we are familiar in com 
sulting practice and in which there is rarely an oppom 
tunity for pathological examination, behaves in a core 
sponding manner. It is not denied that, in the case of 
severe inflammatory processes in the optic nerve situated 
very far forwards, round-cell infiltration may be obse 
to extend to within the eyeball There is, however, a sigt 
which enables us to detect whether the inflammation of th 
optic nerve extends to the papilla itself to a recognizab 
degree. This sign is the appearance of opacities in the 
vitreous body. It is, in any case, difficult to imagine 
inflammation of the papilla with a clear vitreous. We a” 
familiar with clouding of the vitreous in papillary affee- 
tions, not only in the rarer cases of tuberculous # 
gummatous papillary swelling, which may appear in 
form of pronounced choked disc with opacities of 
vitreous, but also in the more frequent neurorecidive @ 
the optic nerve after salvarsan treatment, in whl 
opacities of the vitreous are not uncommon (Igersheimet 
By personal experience I can confirm this, and I think 
should be regarded as a real papillary inflammation. 
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If the opinion which has been expressed here is correct, 
it is obviously hopeless to attempt an ophthalmoscopic 
differential diagnosis between inflammation and oedema 
of the optic nerve. As in by no means few cases affections 
of this nerve arise from a combination of increased pressure 
in the brain and infiltration of the nerve, this cannot be 
done for other reasons also. We must surely, as in the 
past, be satisfied with restricting ourselves to the know- 
ledge that the high grades of papillary oedema are most 
frequently caused by increased brain pressure. Normally 
the intraocular neuritis optica is the opposite to the so- 
called retrobulbar neuritis. Although nominally these two 
ideas are absolutely contrary the one to the other, they 
are not so much so in reality. This is because intraocular 
neuritis optica is an ophthalmoscopic term, while retro- 
bulbar neuritis has, in the course of time, become a term 
for a clinico-nosological group of diseases which is charac- 
terized by other features than the negative fact that no 
ophthalmological changes can be observed in the papilla. 

There is, therefore, nothing against a retrobulbar neuritis 
occasionally showing the ophthalmoscopic picture of an 
intraocular neuritis, and even so strongly that it can be 
called a choked disc; but this is, of course, the exception. 
In the group of retrobulbar neuritis I also include chronic 
toxic amblyopia, Leber’s hereditary neuritis optica, the 
usual acute typical retrobulbar neuritis, and lastly, the 
violent diseases of the optic nerve which not seldom intro- 
duce or accompany acute disseminated myelitis—that is to 


say, diseases which vary from the sudden development of | 


bilateral total blindness to the almost occult affections of 
the optic nerve the only symptoms of which are atrophic 
decoloration of the temporal part of the papilla with normal 
vision, the picture we frequently find with commencing 
disseminated sclerosis. 

Notwithstanding the undoubtedly different clinical 
characters which present themselves, and the entirely 
varying etiological factors which we can prove as the cause 
of these conditions, we nevertheless find such common 
peculiarities that it is justifiable to classify them as a 
special group of diseases of the visual field related to each 
other. Of the clinically common features of these diseases 
which belong to the retrobulbar neuritis group the most 
constant is the negative central scotoma, and in particular 
its appearance where the ophthalmoscopic changes are 
slight or absent. The more acute forms are characterized 
by violent onset, accompanied by pains in the temples, pain 
on movement of the eyeball, and sensitivemess to pressure 
upon it. To these is added a more or less definite tendency 
to spontaneous recovery, which, indeed, is less distinct, 
though not quite absent, in the more protracted forms. The 
exact connexion between these more chronic processes and 
the acute cases is proved by the circumstance that both may 
have the same etiology. Disseminated sclerosis can thus 
show itself both in acute disease of the optic nerve and in 
quite slowly developed atrophy of a type very much 
resembling intoxication amblyopia. Parallel to the ten- 
dency to spontaneous recovery is also the feature common 
to the whole group of diseases—namely, that the prognosis 
is rarely quite hopeless even though it may vary much in 
accordance with the etiology and the clinical type; and, 
lastly, the ophthalmoscopic final result, the temporal 
papillary atrophy which is common to all the etiological 
members the group comprises. 

On the other hand, this group of diseases is not charac- 
terized by any single one only of the symptoms mentioned. 
Otherwise typical cases of retrobulbar neuritis can show 
choked disc; the orbital pains are often missing in the 
sloy cases; the tendency to spontaneous recovery may be 
but little apparent, as in Leber’s hereditary neuritis, but 
even here it still occurs in a certain small percentage of 
cases. The disease may also temporarily spread beyond 
the macular bundle and even cause total blindness, and the 
central, scotoma may be absent while the other symptoms 
are typical (Rénne). 

Whether a disease should be included as a form of retro- 
bulbar neuritis must, therefore, be decided according to 
its entire clinical picture and not in respect of a single 
instance or a single symptom. 

Although the pathological anatomy of all these diseases 
is not in all respects particularly well known, it seems 





that here also conditions may be found which are common 
to the whole group. As far as the acute forms are con- 
cerned it is beyond all doubt that the anatomical basis 
is an irregular and but little law-bound plaque forma- 
tion in the optic nerve. This is known both from 
disseminated sclerosis, myelitis, idiopathic retrobulbar 
neuritis, and retrobulbar neuritis in cases of ethmoiditis; 
in the more chronic forms also it appears that the same 
conditions occur. In a microphotograph of the optic 
nerve of a patient with diabetic intoxication amblyopia 
it could be seen that the degeneration of the macular 
bundle had a distinct and strong maximum in _ the 
most posterior part of the orbital portion of the 
nerve, quite as a plaque. In another case there was 
a focus of acute degeneration with lipoid and fatty 
granular cells in the macular bundle in each optic tract, 
quite distinctly outlined, while the bundle in front and 
behind was hardly pathologically degenerated. Correspond- 
ing conditions are also met with in cases of alcohol ambly- 
opia, though more developed owing to the degeneration 
of the entire macular bundle in its whole length. 

A point which is of special interest is the rélation 
between axis cylinder and medullary sheath. As you know, 
it is a special peculiarity of disseminated sclerosis, and also 
of its optic nerve lesions, that the medullary sheath is 
destroyed before the axis cylinder, and this is considered 
to be one of the characteristic features of the disease. The 
question might be raised as to whether the bared axis 
cylinder in the optic nerve is a peculiarity common to the 
whole group of diseases here under discussion. As a matter 
of fact there is evidence in support of this view. In 
diabetic intoxication amblyopia this has certainly been 
observed by Frazer and Bouze as well as by myself, in 
acute myelitis by myself, and in idiopathic retrobulbar 
neuritis with ethmoiddl carcinoma by Birch-Hirschfeld ; 
plaque formation in the macular bundle has -been observed 
without any secondary degeneration of the medullary 
sheath, although the cases were sufficiently old to allow the 
development of such degeneration -to have taken place. 
This can hardly be explained otherwise than by the preser- 
vation, -partly at all events, of the axis cylinder in the 
plaque formations. 

Even if the examination in this respect may not have 
been quite as complete as may be desirable there is some 
reason to suppose that this preservation of the axis cylinder 
may. perhaps also form a common pathologico-anatomical 
feature of this group of diseases» If this should prove 
correct, we may hefe possibly find the anatomical condition 
which determines the relation between all these etiologi- 
cally quite different diseases. An explanation of the 
appearance of central scotoma is suggested by the assump- 
tion that the macular fibres may be more liable to the 
loss of their medullary sheath than the peripheral fibres, 
while the almost automatic spontaneous recovery may be 
regarded as an adaptation of the axis cylinder to the loss 
of its sheath. 

I therefore think that, in accordance with what: I have 
stated, a disease which is characterized by a tendency to 
attack electively the macular fibres should be termed 
‘¢ retrobulbar neuritis,’’ and only such a disease. But not 
every disease with normal disc and central scotoma in the 
field is a retrobulbar neuritis; an accidental localization 
in the macular bundle of an accidental diseasé does not, 
of course, fall under this definition. 

After this general review of the three clinical types 
of papillary oedema, neuritis optica, and retrobulbar 
neuritis, I shall, with more regard to the clinical and 
pathologico-anatomical details, mention a group of diseases 
of the optic nerve which, in a certain way, lie midway 
between these three clinical types, and which in the same 
manner are sometimes classified into one and sometimes 
into another of these types. 

I should first like to remind you of the peculiar condition 
which is called choked disc with sudden initial blindness. 
Strangely enough, it does not seem to have found a col- 
lective discussion’ in the literature, although this would 
be justified by its practical importance alone, as the 
uestion of operative treatment by trephining immediately 
arises in such a cdse. Cases have appeared in the literature 
in which a rapid palliative trephining was performed under 
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such conditions, and even with excellent results (Nacht, 
Uhloff, Borberg) in so far as, after the operation, sight 
was regained. It is true that such an apparently good 
result becomes somewhat more problematic when one sees 
that recovery or improvement of sight has also often 
occurred, either spontancously or after various forms of 
treatment, in cases in which no operation had been 
performed. 

In order to be able to classify these cases it is first 
necessary to recognize that the impairment of vision is 
of a different kind from the impairment which results 
from secondary atrophy in papillary oedema. This appears 
from the fact that recovery occurs as a rule, when improve- 


-ment of visicn in ordinary secondary atrophy after papillary 


ocdema would be cut of the question, or, at the most, only 
possible within very narrow limits, even in cases where 
trephining has removed the increased intracranial tension 
and with it the cause of the papillary oedema. 

The problem can therefcre be formulated thus: Is the 
sudden visual impairment a direct consequence of the 
choked disc (papillary oedema), or are both parallel and 
relatively independent effects of the same cause (say an 
increased intracranial tension), or is the choked disc 
(papillary oedema) a consequence of the lesion of the 
visual path which has caused the impairment? 

The first possibility, that the papillary oedema may be 
the direct cause of the loss of sight, appears to me to have 
very little probability. It is hardly justifiable to compare 
this protracted blindness with the usual cbscurations which 
occur in choked disc (papillary oedema) because the 
transitory forms are completely absent. 

One might sooner think that the increased intracranial 
tension causes the weakening of sight in other ways than 
by the choked dise (papillary oedema)—for example, by 
pressure on the chiasma by the dilated third ventricle. By 
such means it is assumed that certain forms of bitemporal 
hemianopia arise through stretching of the optic nerves, 
but pcsitive evidence that bilateral total blindness can be 
caused by such means does not exist. 

The third possibility, that the ophthalmescopically visible 
papillary, oedema is the consequence of a discase in the 
trunk of the optic nerve, and therefore without analogy 
with the choked disc of brain tumour, is, in my opinion, 
the real-explanation. Microphotographs of sections of the 
optic nerve in such a case of choked disc with bilateral 
initial amaurosis show a sharply outlined plaque (in one 
ouly of the sections of the nerve shown) as the most 
couispicuous feature. Microscopically this plaque is seen 
to be of a purely degenerative nature, arising from a 
compiete destruction of the medullary sheath, the place 
of which is filled with a close paving of lipold und fatty 
granular cells. Another scries of sections, through the 
chiasma from the same csse, show that here there are 
several similar plaques, amongst which is a single large 
one which extends obliquely through the chiasma from one 
optic nerve to the opposite tract. This, in combination 
with the plaques in the nerve, gives a sufficient explanation 
for the bilateral blindness. 

Although the post-mortem examination in this case 
showed that there really existed a brain tumour, it is 
beyond all doubt that the blindness was not due to choked 
disc, as the blindness appeared about one month before 
death, and the otherwise typical and severe choked dise 
developed only immediately after the appearance of the 
blindness. d 

In my opinion it should also be considered as certain that 
most cases of this kind are not due to a real tumour in 
the brain, because recovery from the main disease very 
often occurs. I shall later on show that I regard these 
cases as instances of severe acute retrobulbar neuritis, 
But I should like to draw attention to the apparently 
paradoxical feature that the appearance of this optic nerve 
disease is always, or at all events very often, accompanied 
by diffuso grave brain ‘symptoms, such as headaches, 
vomiting, torpidity, and slow pulse, which would naturally 
be explained as sigus of increased’ tension in the brain. 
There exists thus a peculiar and not easily comprehensible 
connexion between the disease of the optic nerve and a 





diffuse acute disease of the brain which is often termed 
pseudo-tumor cerebri. 

If it should be thought that under these conditions it 
would be reasonable to assume a slowly growing brain 
tumour to be the cause of all cases of this kind, this is 
definitely contradicted by the fact that an affection of 
the optic nerve of absolutely the same clinical and 
anatomical character appears in another well known condi. 
tion, where a tumour in the brain is quite out of the 


question. I refer to the affection of the optic nerve which 
so often introduces the appearance of disseminated 
myelitis. Here we find a not very common, but quite 


typical, pathological picture which is so closely related to 
multiple sclerosis that it may justly be called acute 
sclerosis. The resemblance between these two dciseaseg 
shows itself in many ways (Rénne), but most in the con- 
spicuous fact that the affection of the optic nerve very 
often precedes the appearance of the spinal symptoms. 

In the literature there exists an ample collection of 
cases of this disease, and on going through these a large 
number will be found which are initiated by choked dise 
and sudden blindness (Laudon, Bruno K. Stoelting, Rosen- 
feld, Tschirkowsky, Chisholm, Knapp, Dreschfeld, PRénne), 
and it is quite characteristic that it is almost the rule 
that in the commencing stage of this disease the erroneous 
diagnosis ‘“ brain tumour’”’ is made. This diagnosis is 
frequently amended only after the symptoms of myelitis 
appear, or at the post-mortem examination, The micro- 
scopic examination of the optic nerve shows quite unmis- 
takably that the anatomical cause is the same as in the 
case I have mentioned above—namely, the formation of 
plaques without the essential phenomena of inflammation, 
but with an enormous accumulation of lipoid and fatty 
granular cells in the place of the completely destroyed 
medullary sheath. 

In other cases the affection of the optic nerve which 
precedes the development of the myelitis has a somewhat 
different character—namely, that of a typical retrobulbar 
neuritis with orbital pains, characteristic central scotoma, 
and normal ophthalmoscopie appearance—but still with the 
same histological picture of irregular plaque formation in 
the nerve (Abelsdorf), while between these two extremes 
there exist all possible transitory stages. 

On perusing the literature we undoubtedly gain the 
impression that the affections of the optic nerve are of 
different kinds as they appear under various names— 
choked disc, neuritis optica, or retrobulbar neuritis. 
A closer examination, however, shows that in reality they 
must represent one single etiological and clinical unit. 
This may already be deduced from the above-mentioned 
fact that affections of the optic nerve often precede spiral 
affections; and, furthermore, from the decided tendency to 
spontaneous recovery, the progress of which is not inter- 
rupted by death; and lastly, from the circumstance, not 
yet discussed, that the disease is almost constantly localized 
in the chiasma (Achard and Guinon, M. Tschirkowsky, 
Dolin, Kall, Sharkey and Lawford, Rénne). 

It follows, therefore, that the character of the visual 
fields is determined by this localization, and bitemporal 
hemianopia has been frequently found (Noyes, Steffen, 
Elschnig, Schanz, Seguin, Rénne). Sometimes a central 
scotoma has been observed as evidence of a retrobulbar 
character, but of special interest is the peculiar change in 
the form of the field defect observed at times—namely, the 
change from central scotoma to bitemporal hemianopia or 
vice versa (Noyes, Steffen), or from bitemporal to binasal’ 
defects (Rinne). Later I will discuss more fully this 
change in the field defect which takes the form of am 
improvement in the original defect, together with progress 
into another part of the field. Here I will only state that 
the cause must undoubtedly be locked for in chauges in 
the plaque formation in the optic nerve, possibly in thé 
healing of previously formed plaques simultancous!; with 
the new formation of others. 

The same condition which appears as the serious Ciseasey 
choked disc, with sudden amaurosis, can also appear i 
combination with myeclitis, or isolated as cerebral pseudoé 
tumour, while the less violent affections of the optic nérvé 
in myelitis have parailels in independent affections of the 
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optic nerve at the chiasma without additional special 
symptoms. Such cases are characterized by plaque forma- 
tion in the optic nerve and the chiasma, and, therefore, 
show partly hemianopic forms of the visual field of varying 
character. In such cases it is naturally much more easy 
to study and follow the character and progress of the 
affection through the form of the defect in the visual field. 

These idiopathic cases have, in their general symptoms, 
in many respects the character of retrobulbar neuritis— 
sudden commencement, often with orbital pains, and pain 
on movement; and, in their further course, a tendency to 
recovery. Also, in some cases, the characteristic features 
of the visual field will closely approach the retrobulbar 
neuritis type—for example, by showing a one-sided tem- 
poral hemianopie central scotoma, a type of field defect 
to which Traquair has given the name ‘ junction scotoma ”’ 
because it must be due to a lesion at the junction of the 
optic nerve and the chiasma. In other cases this scotoma 
will widen to a characteristic three-quadraint scotoma or 
to hitemporal or homonymous hemianopic central scotomas. 

But the condition which is the most interesting is the 
change in form of the defect in the visual field. This 
change has often a law-bound character, the defect actually 
shifting across the surface of the visual field. It may 
wander quite successively and evenly, as if it corresponded 
to serpiginous disease which progresses at one point and 
heals at the point first attacked. Such a type can appear 
in cases where the affection develops in one optic nerve 
only, but it can be more easily followed where it appears 
in the chiasms and the visual fields therefore show hemi- 
anopic forms. Here it will be most frequently found that 
a hemianopic field passes over into a central scotoma, or 
vice versa, but peculiar changes in the appearance of the 
field may occur. I will illustrate this by a few cases in 
which a number of examinations allowed the development 
of the diséase to be followed. 

The first case begins with a symmetrical bitemporal 
downward defect of the visual field. The peripheral defect 
gradually shrinks and a central scotoma of the usual type 
forms in the right field, whereas in the left a temporal 
hemianopic central scotoma appears, which, however, 
gradually extends somewhat to the nasal half of the field 
by the formation of a three-quadrant scotoma. Then im- 
provement occurs, resulting in almost complete recovery. 

In another case the field defects begin as bitemporal 
hemianopia—in the left field a temporal hemianopia for 
red, in the right a temporal hemianopic. central scotoma. 
In the left eye, while the visual field type—temporal 
hemianopia—remains until recovery (complete recovery), 
the centre of the field is wholly lost, and amaurosis 
almost develops; but later the temporal half of the visual 
field, which was originally most affected, is restored, so 
that the visual field changes from bitemporal to left- 
sided homonymous hemianopia. Eventually complete 
recovery ensues. Central vision and the visual fields are 
restored, and only a temporal atrophy of both optic discs 
finally remains, 

A third case shows a nasal hemianopia in the left field 
which gradually recovers by the formation of an annular 
scotoma. In the right field a colour defect for red in the 
lower nasal quadrant, from the periphery to the blind 
Spot, persists during the whole progress of the case. 

The first visual field in this series was taken four days 
after the sudden commencement of the disease. The sup- 
posed plaque was assumed to lie in the forward left corner 
of the chiasma. 

I have in the course of years seen a by no means small 
number of cases, varying, it is true, in the ophthalmoscopic 
picture from choked disc to normal disc, and in the affection 
(defect) of the visual field from double-sided total blind- 
ness to limited scotoma lasting from a few days to several 
months, but always with certain points in common which 
seem to unite them into a collective pathological picture. 
In particular, I refer to the stormy onset, the general or 
hemianopic central scotoma combined with hemianopic pevi- 
pheral defects of the visual field in various combinations, 
and, lastly, the decided tendency to spontaneous recovery, 
either partial or complete. 

The close relation of the pathological picture to retro- 
bulbar neuritis appears to me to be certain. The difference 





lies, I think, in the chiasmal location, which is indicated 
by the findings in the visual field and the pathological 
anatomical examination. And even if textbooks of oph- 
thalmology have not as yet dealt with independent acute 
inflammatory conditions of the chiasma, not a few cases 
have occasionally been mentioned in the literature which 
correspond to the description I have here tried to give. 
In recent times I have, in describing the picture of this 
disease, received the support of renowned authors—in 
Germany of v. Heppel, in Scotland of Traquair. 

The diagnosis must, of course, be made essentially by the 
aid of a careful examination of the visual fields, which 
should be specially directed towards ascertaining whether 
the margins of the defects, for a shorter or longer distance, 
show a hemianopic limit line in one or both fields. Total 
and complete hemianopias are only exceptionally found. 

I cannot here enter more fully into the technique of 
such an examination, but will only point out that for this 
purpose the mechanical perimeter cannot be used. Only 
when the test object is moved freely in the hand, so that the 
direction of the movement can be chosen by the examiner 
at right angles to the outline of the defects found, can a 
good result in this direction be expected. For the same 
reason the campimeter has a decided superiority over the 
perimeter. : ; 

It can be understood that such a pathological picture 
is also of importance for our therapeutic measures. In 
my opinion most cases of choked disc with sudden blind- 
ness are of this nature, and it is evident that if this 
ophthalmoscopie picture is caused by a focus in the optic 
nerve, it cannot be regarded as an indication for the per- 
formance of a palliative trephining—partly because it does 
not tell us anything about the height of the intracranial 
pressure, and partly because the condition itself does not 
exclude spontaneous improvement even after. a long time 
has elapsed, and lastly, because there is always a possibility 
of a myelitis spinalis, which may be caused by so serious 
a measure as the operation will always be. Yo 

The lighter cases, in which the chiasmal hemianopia 1s the 
principal symptom, are easily mistaken for the effects of 
tumours and inflammatory conditions which attack the 
chiasms from outside, and I would specially caution against 
labelling a patient with the diagnosis ‘‘ syphilis ’’ because 
a chiasmal hemianopia has improved under a so-called 
diagnostic antisyphilitic treatment. As repeatedly men- 
tioned, spontaneous improvement frequently occurs. ; 

Nosologically these cases lie at the tangential point 
between choked disc, neuritis optica, and retrobulbar 
neuritis. Whether we give them one of these names, 
or, as I think would be most correct, regard them as cases 
of retrobulbar neuritis localized in the chiasm, is in itself 
of secondary importance, and will have to be decided by 
future investigation, particularly in regard to the patho- 
logical anatomy of the disease. 





IlI1.—OPTIC NEURITIS AS AN AID TO 
DIAGNOSIS. 
BY 


A. J. BALLANTYNE, M.D., 


sulting Ophthalmic Surgeon, Western Infirmary, Glasgow ; 
on Gargeen, Glasgow Eye Infirmary. 





My remarks will deal briefly with some aspects of optic 
neuritis which have presented themselves to me in private 
ophthalmic practice, in the out-patient work of the Glasgow 
Eve Infirmary, and in the wards of the general hospitals. 

‘In the general hospital the ophthalmic surgeon is 
naturally concerned chiefly with cases selected by the 
physician or surgeon, in which it is expected that the 
ophthalmic surgeon will be able to give help in diagnosis. 
Consequently optic neuritis presents itself, for the most 
part, under two aspects—namely, (1) as the papilloedema 
associated with intracranial tumour, meningitis, and other 
cerebral diseases; and (2) as the optic neuritis or neuro- 
retinitis of renal disease. The immense value of choked 
dise as an aid to the diagnosis of intracranial new growths, 
as well as its comparative lack of value in the localization 
of these tumours, is well recognized. At the stage when 
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these cases usually.come under observation the consider- 
able, circumscribed swelling of the disc, the distension and 
tortuosity of the vessels, and the other characters of choked 
dise are usually well established, and, taken in conjunction 
with the other symptoms of the case, leave little doubt as 
to the diagnosis. No doubt the integrity of central vision 
in the majority of cases of papilloedema accounts for the 
fact that the earlier stages in the evolution of the condi- 
tion are comparatively seldom observed, but it should not 
be forgotten that choked disc does pass through a stage 
in which it cannot be distinguished from other varieties 
of optic neuritis. If the term ‘‘ papilloedema’’ is made 
. to include all the optic disc changes in which oedema is a 
feature, whether they are presumed to be inflammatory or 
not, it will naturally be applicable to a cerebral tumour 
optic neuritis from its earliest to its latest stages. ‘‘ Choked 
‘disc’? obviously cannot be so applied. Uhthoff, in his 
Bowman Lecture,' defines choked disc as a prominence of 
the papilla of at least 1.5 to 2 diopters, and he speaks of 
the necessity of drawing such a precise line; yet he himself 
includes under ‘ choked disc’’ a case with little or no 
- swelling, which he believes to show the beginning of choked 
disc, as well as cases of neuritic atrophy with very slight 
swelling. The confusion likely to arise from this use of 
terms is apparent, and points to the desirability of some 
authoritative definition. 

Of definitely unilateral choked disc I have very little 
experience, but I have recently had under observation a 
case under the care of Professor Archibald Young in the 
Glasgow Western Infirmary. 

The case was obviously one of cerebral tumour, and the prin- 
cipal ocular signs were pronounced choked disc in the left eye, 
with merely a slight mistiness of the nasal border of the right 
optic nerve, a yx central scotoma in both fields of vision, with 
complete loss of the nasal half of the field in the left eye and cf 
the upper temporal quadrant in the right. Other signs were a 
slight paresis of the right facial nerve and complete nerve deaf- 
ness on the left side. While unilateral choked dise does not 
necessarily imply a tumour on the same side of the brain, the 
field defect in this. case pointed to a basal situation, and I ven- 
turned to localize the tumour as involving the lateral aspect of 
the chiasma in such a way as to interrupt both crossed and 
uncrossed fibres to the left optic nerve as well as the crossed 
fibres to the right. At operation this was confirmed and the 
tumour almost completely removed. The patient, unfortunately, 
died on the following day, and at the post-mortem examination 
it was found that the tumour, a meningioma, had sprung from 
the anterior inferior aspect of the left temporo-sphenoidal lobe 
and part of the adjacent frontal, stretching and compressing the 
left optic nerve from its outer side, also pressing on the pituitary 
and causing absorption of the bone of the sella turcica. Uhihoff 
has explained the absence of choked disc in certain basa] tumours 
as due to the occlusion of the communication between the 
arachnoid space and the optic nerve sheaths by the tumour, but 
in this case it seems more likely that the choked disc on the 
affected side was due to direct interference with the venous and 
lymphatic circulation, and not to elevation of the general 
intracranial pressure. 

The optic neuritis of meningitis differs from that of 
cerebral tumour in being less prominent and more diffuse, 
but in tuberculous meningitis, in my experience, the disc 
swelling is apt to resemble that of intracranial tumour in 
being of a steeper and more circumscribed character, while 
in quite a large proportion of the cases diagnosis is 
simplified by the presence of tubercles in the choroid. 

In a special study of 61 cases of cerebro-spinal meningitis 
during the Glasgow epidemic of 1907? I found optic neuritis 
in 5 cases (8.2 per cent.). I have no figures indicating 
the percentage frequency of optic neuritis in lethargic 
encephalitis, but I have observed the sign in two cases in 
private practice. One of these when seen was in a late 
stage and diagnosis had already been established. The 
other was a young woman who was seen six weeks after 
the beginning of an illness which had been characterized by 
intense headache and sickness with some convulsive attacks. 
Diplopia was noticed when she began to recover. When 
examined she had paresis of the right external rectus 
muscl, slight ptosis in the left eye, and an intense double 
optic neuritis with both haemorrhages and exudates on the 
swollen disc. The fields of vision were full and central 
vision almost normal. Cerebral tumour was suspected, but 
further observation in hospital established tho diagnosis 
of lethargic encephalitis, and the patient made an excellont 
recovery with disappearance of the optic wuouritis and 
diplopia, and restoration of normal vision. | 








———a 


In the surgical wards I have been asked to see a number 
of cases of head injury, and two of these which came under 
my notice about eighteen months ago are perhaps worth 
mentioning in this discussion, 


The first was a boy, aged 16, who had a fall from _a height of 
thirty feet. Details of the accident were lacking. When I saw 
him, six days later, central vision was good and the fields of 
vision were of full extent, but both discs showed papilloedemg 
(1.5 D. of swelling) and there was paresis of the right externa} 
rectus muscle. No doubt there was in this case a fracture of th 
base of the skull, but the papilloedema, in view of the excellent 
vision and field, could not be due to yoy ny - into the optia 
nerve sheaths. It would appear rather to have been, as in caseg 
reported by Lister and Holmes,* secondary to oedema of the 
brain produced by concussion. ‘ 

The other case, which was seen about the same time, concerned 
a young man of 23, who, on the day of admission to hospital, wag 
riding a motor bicycle and collided with a moior-car. He 
remounted his cycle and went home and was even able to go for 
a walk, but, in the course of his outing headache developed, and 
on reaching home he collapsed into unconsciousness. There wag 
no evidence of direct injury tc the head. His left pupil wag 
found to be larger than the right and less active to direct light 
stimulation. When examined in detail, six days after the acci 
dent, vision was very much poorer in the left cye than in the 
right. Double vision was present and tests showed paresis of both 
external recti and of the left inferior rectus. The right optic dist 
was on hazy, but the left presented a marked papilloedema 
with some haemorrhages on its summit and with great distension 
and tortuosity of the veins. A perimetric tracing showed a 
homonymous defect situated in the upper right quadrants of both 
fields. In this case there was ample evidence of fracture of the 
base of the skull. Leslie Paton in his paper on ‘‘ Ocular symptoms 
in subarachnoid haemorrhage ’’* states that ‘when a condition 
of amblyopia or amaurosis is present, and changes in the dis¢ 
are seen within a few hours of the development of the cerebral 
symptoms, and the pupil reaction to light is lost or, if present, 
is not well maintained, the papilloedema is most probably due ta 
haemorrhage into the nerve sheath.’? These criteria seem to be 
satisfied in this case, whence it may be assumed that the uni- 
lateral 4 ye was due to haemorrhage into the optic nerve 
sheath. The homonymous quadrantic field defect was an interest- 
ing feature and indicated damage to the corresponding segment 
of the left optic tract. I have had an opportunity of re-examin- 
ing this patient nearly two years after his accident, and it is 
interesting to find that although the field defect remains almost 
unchanged, indicating permanent damage to the optic tract, there 
has been complete recovery of central vision, and the optic discs 
are in every respect normal. 

A case of a more unusual type, also seen in one of the 
surgical wards, was that of a man, 36 years of age, who 
had suffered from gastric ulcer of long duration. 

Nine days after a gastro-enterostomy he suffered from haema- 
temesis and -melaena, and the vomiting was associated with 
neuralgic pains in the left forehead and eye. About a week 
later he discovered great loss of vision in his left eye, and my 
examination showed that the visual acuity of that eye was less 
than 1/60, that the field of vision was reduced to a small area 
immediately above the fixation point, and that there was @ 
definite papilloedema in the same eye. He was seen again ten 
days later, and already the condition of the disc was one of 
atrophy with blurring of its margins. No vascular changes were 
visible. The condition increased to all but complete atrophy and 
blindness in the affected eye. 

It would seem that this was an example of the rare form of 
amaurosis which may follow loss of blood from the storach, 
bowels, or uterus. 

It is said to be characteristic that the dimness of vision 
does not come on until several days after the haemorrhage, 
and apparently there is no direct relationship between the 
extent of the haemorrhage and the severity of the visual 
loss. The most complete and permanent loss of vision is 
supposed to occur when the stomach is the seat of the 
haemorrhage, as in this case. Pallor or atrophy of the 
dise seems to characterize the later stages of the condi- 
tion, but in some cases this was certainly preceded by 
neuritis as in the present example. The pathogenesis of 
the condition is still unexplained, but its occurrence i 
one eye only, as in the case quoted, shows that the ei 
must lie in front of the chiasma. Von Graefe and Lebe 
helieved that the blindness was due to extravasation of 
blood at the base of the skull and into the sheath of thé 
optic nerve. Horstmann’ attributed it to optic neuritis, 
Ulrich® to stasis in the retinal veins, and Theobald*® | 
thrombosis of the central retinal artery; but neither of 
these explanations carries us very far. 7 

Another rare form of optic neuritis came under my 
notice recently in the Maternity Hospital. 

The patient, aged 26, was in the third or fourth mowsh of 
her second pregnancy. She was admitted to hospital with hyper 
emesis, this condition ceasing a day or two after admission. About 
the samo time great dimness of vision was noticed, and I was 
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The pupils were of medium 


asked to see her three days later. 
There was a large absolute 


size and moderately active to light. 
defect in the centre of each field, and fingers could be counted 
with peripheral vision at a distance of about one foot. Ophihalmo- 
scopic examination showed a rather unusual picture; a wedge- 
shaped temporal segment of each disc, corresponding with the 
pillomacular bundle, being pale and swollen, the swelling 
mvading the adjacent retina. After a further period of three 
days the vision was reduced to bare perception of light and 
the swelling of the discs was more prominent, while in the left 
eye one flame-shaped haemorrhage had appeared just outside the 
disc margin, in the 2 o'clock position. In a few days even light 
ption was lost, further haemorrhages had appeared, and the 
swelling was tending to invade the rest of the optic disc. Slight 
but definite reduction of the oedema followed a lumbar puncture. 
The patient died nine days after my first examination, and the 
t-mortcm examination revealed nothing which satisfactorily 
explained the cause of death. 

Probably the optic nerve affection which has been most 
frequently reported in association with pregnancy is a 
ehronic retrobulbar neuritis, but Groenow, who discusses 
the question in the Graefe-Sacmisch Handbuch,*® states 
that it may take the form either of an optic neuritis or of 
a retrobulbar neuritis. A. Knapp’ reports three cases in 
which the discs are described as pale with blurred outline. 
I have found no record of a case in which the ophthalmo- 
scopic picture resembled that in the one here described. 
The condition is usually attributed to the toxaemias of 
pregnancy, but the nature of these toxaemias is very little 
undersivod. The presence of albuminuria is not an essen- 
tial factor. Miss Ivens of Liverpool® read a paper giving 
the results of certain investigations into the causes of the 
toxaemic conditions of pregnancy—oedema, albuminuria, 
hyperemesis, accidental haemorrhage, jaundice, and 
eclampsia. Being disappointed with the results of bio- 
chemical! research, she instituted bacteriological tests, and 
found coliform and other organisms in the urine of 
patients suffering from these toxaemic disturbances. Jn 
the case I have just described bacteriological examination 
was only carried out in the case of the throat, micrococci 
being found in the direct smear and staphylococci and 
streptococci in the culture. The urine showed a small 
amount of albuminuria on several occasions, which may have 
been accounted for by the presence of pus. Fehling’s solu- 
tion was reduced on two occasions, and the fermentation test 
for sugar was only weakly positive. Bile was usually present, 
and diacetic acid and acetone were practically constantly 
found. The only other finding which might have some 
bearing on the optic neuritis was the presence during life 
of some evidence of disease of the ethmoidal and frontal 
sinuses. This was confirmed at the post-mortem examina- 
tion, but the rhinologist did not consider it at all likely that 
it had given rise to the optic nerve disease, or that it was 
connected in any way with the patient’s death. 

Eye infirmary out-patient work forces one to realize the 
difficulties inherent in the subject of optic neuritis, for the 
conditions under which the work is carried on often make 
it difficult to obtain the completeness of investigation 
which these cases demand, and many of them are under 
observation for too short a time to enable their immediate 
course and after-history to be traced. Nevertheless, one 
has to try in the course of the daily round to sort the cases 
of optic neuritis into their etiological groups and to seek 
for rational lines of treatment. As far as possible we follow 
up the investigation of the eve with urinary tests, Wasser- 
mann test, examination of the ear, throat, nose, and teeth, 
and investigation of the central nervous and other systems. 
In this connexion we have had the benefit of “expert 
thinological assistance, and we are tempted to try to esti- 
mate the frequency and nature of the association of optic 
neuritis with disease of the nose and its sinuses, and to 
determine how far operation on these structures is of value. 
» The difficulty of this aspect of the subject is demon- 
§irated by the enormous amount of literature which it has 
already produced. It must be admitted that a great deal 
of this literature is of little value, since conclusions have 
been based on material which has not been carefully 
mvestigated. This particularly applies to the many inter- 
@ting reports of single cases which have shown striking 
improvement in vision after intranasal operation. We have 
ail seen such cases. A young woman suffers from a uni- 
lateral blindness of acute onset. She has a papiHoedema 
or retrobulbar neuritis, and there is evidence of nasal sinus 





disease. Operation is carried out, and in a few days 
vision is restored. Undoubtedly, in many such cases the 
satisfaction of patient, oculist, and rhinologist lends too 
much weight to the post hoc argument, and the case is 
claimed as proof of the causal relationship of sinus disease 
with optic neuritis. Similarly, cases are reported where 
vision has been restored after removal of a septic tooth or 
of unhealthy tonsils. The weak po’rt in these cases lies 
in the fact that so many of them Velong to the type of 
optic neuritis which tends to rapid recovery without treat- 
ment, and that if their after-history could be traced some, 
if not many of them, would be found later to manifest 
signs of multiple sclerosis. But when all such unsatisfactory 
reports have been eliminated, the literature contains 
records of a vast amount of serious work on the subject. 
Unfortunately, even conscientious investigators have not 
yet succeeded in reaching anything like unanimous con- 
clusions on these important problems: 


1. What type of nasal disease gives rise to optic 
neuritis ? 

2. What are the clinical characters of an optic 
neuritis which has its origin in disease of the nose or 
nasal sinuses ? 

3. At what period is operative intervention called for? 

4. What should be the operation of choice? 

5. How does operation effect improvement or cure? 


I cannot attempt to review the literature bearing on these 
questions, but may illustrate the difficulties of the subject 
by a few references. 

Of the eight cases reported by Gavin Young as benofiting 
by nasal operation two only showed any purulent secretion. 
Oskar Beck® examined the mucous membrane from the 
sinuses in successfully operated cases and found changes 
which suggested merely a serous catarrhal inflammation. 
He concluded that disturbance of ventilation of the sinus 
was the principal factor in causing the optic neuritis. 
Liebault,'® in clinical investigations, found the optic nerve 
most often affected in congestive catarrhal nasal condition 
without polypi and without purulent secretion. 

Many.other authors report successful cases in which the 
sinus disease was “‘ latent ’’; that is, there was no clinical 
evidence of its existence, and nothing was revealed at 
operation. Opposed to this are the conclusions expressed 
by E. D. D. Davis,'! who, in analysis of fifty-four cases of 
optic neuritis sent to him for rhinological examination, 
found four in which there was nasal sinus suppuration. 
They were unilateral, of some duration, and rapid and 
permanent improvement in sight was obtained in three; 
the fourth being already in the atrophic stage. Twenty- 
three of the cases presented no evidence of nasal trouble, 
and did not come under either multiple sclerosis or any 
other definite category, and these cases were acute in 
onset and recovered spontaneously; that is to say, in the 
hands of another observer they might have been dealt with 
as cases of latent sinus disease, and credit for the recovery 
given to operation. Onodi’s successful cases also showed 
gross suppuration of ethmoidal and sphenoidal cells. 

The characters of the optic neuritis vary a good deal in 
different reports, sometimes being described as a retro- 
bulbar neuritis, in other cases as a visible papillitis, it may 
be even with haemorrhages and retinal exudates. On one 
point there is a fairly general agreement—namely, that there 
is no characteristic defect of the visual field which enables 
optic neuritis of nasal sinus origin to be distinguished from 
other forms of optic neuritis. But, as Traquair’? points out, 
a careful investigation of the visual field may enable us to 
exclude pituitary tumour and other conditions which do 
give rise to characteristic changes in the visual fields. 
This, of course, is not always possible. The acute cases, 
for example, are usually seen by the oculist at a stage 
when the affected eye is so blind that no delicate 
field tests can be carried out, and the charaeter of the 
scotoma can only be worked out when the condition has 
definitely begun to recover. Of the cases of rhinogenic 
optic neuritis which I have had under my care at least 
one-half showed some degree of papilloedema, accompanied 
in several by a few small haemorrhages near the disc. 
Most of these were unilateral and acute in onset. The 
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conditions found by the rhinologist included septal deflec- 
tions, turbinal hypertrophy or granularity, and. disease of 
the ethmoid and sphenoid cells. Operation was performed 
about three weeks after the onset of the visual defect, and 
improvement began in about one week from the date of 
the operation. Vision was almost, if not quite, completely 
restored, but the affected disc remained a little pale. 


One such case, which was not submitted to operation, seems to 
illustrate the influence of a ‘‘ chill’? in determining the onset of 
the optic neuritis. The patient, a woman of 49, received a bad 
drenching while berry-picking. She continued at work with severe 
pain above the left eye. In a few days the left eye went dim, 
and a week later the right eye also. hen seen, right vision was 
fingers,” and left vision ‘‘ no light perception.”” The discs both 
showed a moderate degree of swelling. For some days matters 
got worse, the swelling of the discs increased, and a haemorrhage 
appeared on one. Vision was reduced to doubtful light — 
in both eyes. Recovery was very gradual and incomplete; a large 
relative central scotoma, most profound for colours, remained. 
In about a month the discs were normal, Lut the best visual 
result obtained was 5/36 in the sight éye and 5/60 in the left. 
Nasal examination had revealed deflection of the septum, granu- 
larity of the middle turbinal, and unhealthy mucous membrane in 
the region of the right and left ethmoids, but, as I have mentioned, 
no nasal operation was performed. 

Very few of my cases of retrobulbar neuritis, whether 
acute or chronic, have shown evidence of nasal sinus 
disease, and in the absence of clinical signs nasal operation 
has not been recommended. The acute cases have, of 
course, made a good recovery under medicinal treatment. 

The most satisfactory example of the benefits of nasal operation 
was a case of retrobulbar neuritis of eight months’ duration, 
with large central or caeco-central scotoma in both eyes, the 
vision of the right being 6/36, and that of: the left 6/60. Septal 
deflection, enlarged inferior turbinals, and ethmoidal suppuration, 
were found and rectified by operation, and recovery began within 
a month and was complete in about three months. Slight 
temporal pallor of the discs remained. 

A case which I have followed for two or three years with a 
good deal of interest was that of a man of 27, who, when first 
seen, presented the rex | and signs of acute retrobulbar neuritis 
in the right we which had been painful and nearly blind for 
three days. hen seen the right eye had merely light perception 
and the aages of the disc were hazy. He stated that the same 
occurrence had affected the left eye five rouse earlier, but with 
almost complete recovery, Vision in the left eye was 5/12, but 
the disc was in a condition of simple atrophy. The rhinologist 
found definite signs of ethmoiditis on both sides, and operated. 
Within a month vision in the right eye was 6/6, but thereafter 
it gradually failed again in the course of two years to 6/18. 
Meanwhile the left eye showed repeated variations between 6/4 
and 4/60, but the puzzling feature of the case was the ebb und 
flow of the visual acuity — with steadily increasing pallor 
of the optic discs. Moreover, although two further nasal opera- 
tions were carried out, improvement in vision did not seem 
definitely related to these procedures. I was tempted to look 
upon this as a case of retrobulbar neuritis of sinus origin, and 
there is no doubt that operation on the sinuses was justi ed, but 
I have always felt apprehensive that signs of multiple sclerosis 
will develop, though none have shown themselves during the 
period of observation. 

Multiplo sclerosis probably accounts for a larger pro- 
portion of the cases of retrobulbar neuritis than does 
disease of the nasal sinuses, but since optic neuritis, like 
other symptoms of this disease, may be an isolated pheno- 
menon, we may have to wait a considerable time before 
the diagnosis of multiple sclerosis is confirmed by the 
appearance of other nervous manifestations. 

H. Hensen of Hamburg’* emphasizes the importance of 
the duration of the central scotoma in retrobulbar neuritis 
due to multiple sclerosis. He says that multiple sclerosis 
may cause either a transient scotoma lasting three or four 
weeks and ending in complete recovery, or it may cause a 
central scotoma which lasts longer and does not show 
a tendency to recover; but the retrobulbar neuritis of the 
latter type never lasts more than three months without 
the appearance of other nervous signs of the disease. 

The case which I have just referred to, and another 
which concerns a man of similar age in whom no signs of 
nasal sinus disease or of any other organic disorder have 
appeared in the course of three. years’ history, lead me to 
doubt the reliability of this dictum. It seems to me that 
we are still in need of more definite criteria to differen- 
tiate these varieties of optic neuritis from one another. 

On the question of the operative treatment of these cases 
I am inclined to adopt a conservative attitude. The uni- 
versally admitted fact that the great majority of cases of 
acute retrobulbar neuritis recover without interference 
does not preclude one from believing that such cases are 


due to nasal sinus disease, but it is quite a sufficient 
argument against operation in the earlier stages. More. 
over, if it is true, as van der Hoeve™ says, that in rhino 
genic retrobulbar neuritis degeneration of the nerve dogg 
not occur, and that recovery can be obtained, even if 
blindness has been of some duration, there is the legs 
excuse for immediate operation, although, if the nasal 
condition is such that the rhinologist considers operation 
called for on other grounds, there seems no reason why 
this should not be carried out. Since, in most cases, acute 
retrobulbar neuritis, whatever its origin, recovers within 
five or six weeks, and the retrobulbar neuritis of early 
multiple sclerosis is a transient phenomenon, it will 
usually be safe to recommend medicinal treatment for a 
period of six to eight weeks. At the end of that period, 
if improvement has not set in and the condition of the 
nose is suspicious, operation is justified. I have no 
experience of cases in which sinus operations have been 
carried out in the absence of clinical signs, but many con. 
vincing cases of the kind have been reported. Certainly 
any radical treatment of the interior of the sphenoidal 
sinus in these cases is to be deprecated; at the most a 
‘ventilation ’’ of the sinus is justified, and it may be 
enough to carry out some simpler procedures, such as sub- 
mucous resection of the septum, or removal of the end of 
a turbinate bone which is blocking the sphenoidal ostium, 
The rationale of the treatment in so-called ‘‘ latent” 
cases has been much disputed, but it has been suggested 
that the benefits may be merely the result of local ‘‘ blood 
letting,’’? and those of us who are familiar with the effect 
of blistering, leeching, and other vasomotor reflex pheno- 
mena will not deny the possibility of similar results from 
minor operations in the nose, or even from the application 
of adrenaline and other drugs to the nasal mucous 


membrane, 
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Discussion. 

Professor J. vaAN DER Horve (Leyden) maintained that 
since the origin of the affection of the optic nerve in high 
intracranial pressure was not inflammatory this condition 
should be distinguished from other types of optic neuritis, 
He added that ophthalmologists ought to be thoroughly 
conversant with z-ray photographs of the skull. During 
the procedures of decompression of the skull and lumbar 
puncture, ophthalmoscopic examinations of the patients 
should be made. An early operation should be advised in 
increased intracranial pressure if the visual power was to 
be retained, since if there was delay decompression might 
even hasten atrophy. The origin of retrobulbar neuritis 
was manifold, and the relative percentages of the several 
causes of the condition varied in different countries and 
cities. 


Dr. H. M. Traquarr (Edinburgh) emphasized the need 
for a revised terminology in optic neuritis, and suggested 
the term “ plerocephalic oedema ”’ for the swelling of the 
optic nerve in increased intracranial pressure. ‘‘ Papill- 
oedema’? was an unsatisfactory term in this connexion, 
since oedema of the disc occurred often apart from in- 
creased intracranial tension. He divided optic neuritis 


and those cases of optic neuritis in which an inflammatory 
lesion of the nerve or its sheath was diagnosed. He thought 
that rhinogenic optic neuritis should be confined to cases 
with an actual inflammatory focus in the papilla; tabetio 
atrophy should be provisionally included as a form of optia 
neuritis. 


Dr. Grorcr Youne (Colchester) described a case of plero 
cephalic oedema in a young woman who had been knocked 





down by a motor car. She was unconscious, had widely dilated 











into two groups—those of the plerocephalic oedema typ% 
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pupils, low temperature, slow pulse, and appeared to be 
moribund. Hemiplegia was present, but there were Ho 
signs of fracture of the skull; both eyes had extremely 
choked dises. After trephining over the posterior Krénlein 
point and opening the dura, the patient obtained relief. 
The choking of the discs and the papilloedema disappeared, 
and she recovered health and full vision. 


Sir J. H. Parsons (London), as one largely responsible 
for the introduction of the term ‘ papilloedema,’’ depre- 
cated the further complication of the nomenclature of these 
conditions. It was true that papillitis manifested itself 
first as a slight oedema, to be followed later by cellular 
infiltration, but the same condition was produced by inflam- 
mation in other parts of the body; and the distinction of 
papilloedema from papillitis or optic neuritis is parallel 
to the use of the general terms ‘‘ oedema” and “ -itis ”’ 
(as indicating inflammation). He concluded that Professor 
Rénne thought that many cases of retrobulbar neuritis 
were associated with plaques in the optic nerves containing 
degenerated medullary sheaths with many intact axis 
cylinders, as in the well known lesions of disseminated 
sclerosis. This was a very illuminating suggestion; but it 
must be remembered that the symptoms of retrobulbar 
neuritis often preceded any pathognomonic signs of dis- 
‘seminated sclerosis by intervals which might extend to 
several years. 


Dr. veE Scuwetnirz (Philadelphia). referred to Koeppe’s 
method of distinguishing choked disc and optic neuritis by 
means of the slit-lamp, especially in the early stages of 
these conditions. Although the test (the absence of ‘ in- 
flammatory cells’? in the first instance and their presence 
in the second) was not universally accepted it deserved to 
be used more often. Although he fully recognized the diffi- 
culty of making a differentia) diagnosis in certain cases of 
optic neuritis and choked disc, he believed that a clinical 
distinction should be maintained; papilloedema (choked 
disc) indicating a condition in which oedema was the domi- 
nant factor, and optic neuritis one in which an inflamma- 
tory process was concerned. Clinically, he was guided by 
Marcus Gunn’s description of the six stages of choked disc 
(papilloedema). The surest method of preventing the end- 
result of choked disc—namely, atrophy—consisted in a 
release of the increased intracranial pressure ; to use Victor 
Horsley’s expression, by an operative procedure, usually 
so-called palliative trephining, other things being equal. 
How long an operation should be deferred must depend 
upon frequent testing of the acuity of vision and charting 
the visual field, especially the size of the ‘‘ blind spot,’’ or, 
-more accurately, that of the increasing size of the peri- 
caecal amblyopic zone. He agreed in deprecating operative 
sintervention with relation to the paranasal sinuses, and 
was convinced that infected spheno-ethmoidal disease was 
a definite etiological factor in many cases of retrobulbar 
neuritis, and more frequently the case than the observa- 
tions in England would seem to indicate. He was in accord 
with Professor van der Hoeve that in certain cases, after 
due trial of conservative measures, operation was required, 
which should be performed by one skilled in this type of 
operative work. He did not refer to acute retrobulbar 
neuritis with its well known visual field disturbances and 
other clinical signs, which depended on various causative 
factors and was often a self-limited disease. 


Dr. W. H. Witmer (Baltimore) agreed that in certain 
‘chronic optic nerve inflammations greater emphasis was laid 
“upon the sinuses in America than in other parts of the 
“world. The ordinary z-ray photograph of the sinuses often 
“failed to show pathological conditions in the cells around 
“the optic canals. At the Oxford Congress Dr. Tyson had 


“exhibited a picture of the optic canals of a man who 


‘was gradually losing his sight from a post-neuritic optic 
“atrophy, in spite of the facts that all recognizable sources 
of infection had been excluded or removed and that the 
sphenoid and ethmoid cavities had been opened four times. 
“The picture showed the complete removal of all diseased cells 
except those just around the optic nerves. Dr. Wilmer 
had seen this patient, and doubted whether the remainder 
of the diseased cells could be removed without injury to the 
optic nerves themselves. Yet in the absence of aid blind- 





ness was inevitable, and further operative procedure seemed 
to be justifiable. In some cases of chronic retrobulbar 
neuritis the scotoma disappeared and vision returned after 
the removal of several possible toxic sources. It was often 
impossible to say which was the cause of the trouble. 


Sir Wiis1am_ Lister (London) referred to the form of 
papilloedema found during the war in cases of injuries to 
the head or of concussion. He thought that there was 
nothing characteristic about the appearances. There were 
the three primary signs: swelling of the disc, blurring of 
the edges, and fullness of the veins. There was very slight 
swelling, and it could be recognized very much more easily 
by the bending of the vessels as they passed off the disc than 
by measurement with the ophthalmoscope. This pointed to 
the condition having been due to a very slight intracranial 
pressure, 


Dr. Wiiper (Chicago) quoted the statement of Dr. 
Paterson that around the eye there was frequently evidence 
of the presence of oedema when inflammation was not 
present, though it might be impending. Such oedema, 
which began round the orbit, might be equally of inflam- 
matory nature, though the stage of inflammation had not 
been reached. It seemed that in some of these conditions 
there were plaque formations such as Professor Rénne had 
described, which might be the beginning of inflammatory 
oedema and might ultimately result in severe disturbances. 
In many cases the inflammatory oedema lasted long enough 
to produce definite trouble; this also suggested that if it 
Was very transitory recovery would be rapid; if: it con- 
tinued for some time a degenerative condition might ensue. 
In some operations upon the sinuses the results were so 
pronounced and startling that there must have been some 
connexion between the sinus and eye condition. . With 
definite inflammation and clear evidence that there was 
some infection of the sinuses operation became justifiable. 


Sir Greorce Berry congratulated the office bearers on 
the choice of subject for discussion. Optic neuritis was 
far from being a topic which justified the rigid maintenance 
of fixed opinions. It was necessary to keep 2n open mind, 
and to be ready to accept new ideas when presented. 


_ Dr. J. V. Paterson, in his reply, stated that he did not 
take up the position that intranasal disease was never.a 
cause of retrobulbar neuritis. In his opinion, in ordinary 
cases of retrobulbar neuritis adequate nasal cause was 
seldom present. 


Dr. Ronnr, referring to a remark made by Dr. Paterson 
regarding vitreous opacities in optic neuritis, said he had 
examined a great number of specimens in cases of lesions 
of the optic nerve, and had never found inflammation 
present anterior to the lamina cribrosa. Any change 
occurring in front of the lamina was always an oedema. 








VITAMIN A DEFICIENCY AND UROLITHIASIS.* 


BY 
Prorressor E. C. van LEERSUM, 


Netherlands Institute of Nutrition, Amsterdam. 

Some years ago Osborne and Mendel' drew attention to the 
frequency of calculi in the urinary tract of rats fed on 
rations deficient in vitamin A. In 857 sections they found 
calculi 81 times. ‘‘ In every instance,”’ they wrote, ‘‘ where 
calculi developed the animals were without an adequate 
source of the fat-soluble vitamin.’”? Later, in 1920, on the 
occasion of a vitamin symposium of the New York Medical 
Association, Mendel said : 





“When it is recalled that phosphatic caleuli deposited in a 
neutral or alkaline urine, which in turn frequently owes its 
reaction to bacterial decomposition, are found extensively among 
peoples living, for example, in the tropics and the Far t, on 
diets quite unlike the mixed regime of most Americans and Euro- 
peans, the possible reaction of the calculi to dietary factors is at 
once prominently suggested.” 








*A paper read at a joint meeting of the Sections of Pathology and 
Bacteriology and of Compargtive Medicine at the Annual Meeting of the 
British Medical Association, Edinburgh, 1927, 
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On this McCollum? wrote: 

“Osborne and Mendel observed calculi of calcium phacehete in 
the urinary tract in 91 [read 81) animals among 857 necropsies; 
43 per cent. of these had not had a ee supply of vitamin A, 
In McCollum and Simmonds’s experience calculi have occurred so 
frequently in animals whose diets contained an abundance of this 
factor, but were faulty in other respects, that it would seem to be 
the results of general debility rather than lowered vitality brought 
about by specific cause.’’ 

The contradiction iy the observations of the experi- 
menters led me to control the records of the rats of the 
laboratory of the Netherlands Institute of Nutrition. I have 
examined 886 rats, piebalds and albinos, of which 405 were 
males and 481 females. Among them are 241 rats (see 
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table) which certainly never suffered from vitamin A 
deficiency. Their diet consisted in wholemeal bread, raw 
milk, butter or cod-liver oil, raw carrots or cabbage, and, 
now and then, some cheese and spinach or lettuce. In none 
of these 241 rats (108 males and 133 females) were calculi 
found. Hence the conclusion does not seem too bold that 
in healthy, adequately fed rats calculi do not appear, or 
are at any rate rare. 

Among the other 645 animals (297 males and 348 females) 
187 cases of calculosis were found—namely, in 130 males 
and 67 females. These rats had been fed on an A-deficient 
diet. Among them were some that were fed on a rickets- 
producing diet. That all these rats suffered from vitamin A 
deficiency was shown by clinical examination. They grew 
little, and the mortality among them was great. In a 
number of those I examined the oestrual cycle was dis- 
turbed. There were also many cases of xerophthalmia, 
That this eye disease did not occur still more frequently 
must be attributed to the short life of many rats. The 
search for calculi was made with care. In all cases the 
pelvis, the ureters, and the bladder were examined, and, 
to make quite sure, the bladders which were apparently 
without calculi were also investigated microscopically. In 
this way it was possible on several occasions to find con- 
-cretions invisible to the naked eye. X-ray photographs 
were taken of many of the rats. 

That calculi are more frequent in males than in females 
has its natural explanation, already given in the Hippo- 
cratic book De Aere Locis et Aquis—namely, that the 
urethra of females is short and wide. 

Most of the calculi consisted of calcium phosphate or of 
a mixture of calcium phosphate and calcium oxalate. 
Calcium oxalate concretions occurred in rats on McCollum’s 
rickets-promoting diet. A number of rats suffered from 
haematuria. However, this did not occur so often as 
might have been expected, considering the frequency of 
the calculosis. Though probably caused by the lack of 
vitamin A, it is yet of less frequent occurrence than 
calculosis, and is not directly connected with it, for in 
many cases of haematuria there were no calculi, while in 
many cases of calculi in the bladder there was no blood 
in the urine. 

Contrary to all expectations, obvious cystitis was rare. 
As a rule the urine was clear and its reaction to litmus 
was acid. In most cases of calculosis, on microscopic 
investigation the mucous membrane proved to be normal 
and the surface layer of the epithelium intact. 

Calculi may soon appear in case of vitamin A deficiency; 
the production of calculi in three or four weeks proved 
to be very common. Several times I found formations 
in tho urine, in shape resembling casts; they were 
straight or bent crystalline cylinders of calcium phosphate 
or oxalate. This discovery led me to examine the kidneys, 
and I found that, in vitamin A deficiency, lime deposits 
in the tubules are frequent, not to say constant. These 
lime deposits are found throughout’ the kidney, especially 


— 
—= 


in the tubules, but never in the glomeruli. According to 
the shape of the tubules, they are straight, bent, or 
sinuous. 

Altogether I examined 254 rats with regard to their 
kidneys; 76 had had a satisfactory supply of vitamin A, 
and 178 had suffered from vitamin A deficiency. Of the 
76 rats, 10 had lime deposits in their kidneys, but these 
deposits were very small in number, one, or at most two, to 
a section. Hence I believe that with healthy, adequately 
fed rats lime deposits of any size in the kidneys may be 
said to be exceptional. On the other hand, calcium deposits 
in the tubules were almost constant in the rats suffering 
from deficiency of vitamin A; of 178 rats deposits were 
found in 158 (87 per cent.), whereas there was a frequency 
of calculi in the bladder of only 35.4 per cent. 

As a control I first extirpated one of the kidneys from 
a number of rats on an ordinary diet, and then withheld 
vitamin A from their food. I then, after some time, killed 
those which had not already died from the consequences of 
the operation or some other cause. In 14 rats which died 
within three to fifteen days after the operation there were 
no lime deposits in the extirpated kidney nor in the other 
one; 9 other rats fed in the same way also had no lime 
deposits in the extirpated kidney, but in 7 of them, after 
more than twenty days of vitamin A deficiency, I found’ 
deposits in the remaining kidney. These lime deposits 
form quickly; in one case of deficiency in vitamin A they 
had been formed in thirteen days. 

From what has been said above it may be concluded that 
in rats there is without doubt a connexion between 
deficiency in vitamin A and the formation of phosphatic 
calculi. 

It is known that absence of the fat-soluble vitamin from 
the food causes typical changes in the epithelium of the 
mucous membranes—for example, keratinization; witness 
the xerophthalmia and the lengthening of that stage of 
the oestrual cycle characterized by the horny cells. Prob- 
ably such a morbid change of epithelial cells of the tubules 
gives the impulse to the deposition of lime, which deposi- 
tion, once liberated, grows to larger concretions in the 
bladder. 

REFERENCES, 


1 Journ, Amer, Med, Assoc., 69, 1917, 32. 
2 Lectures on nutrition given at the Mayo Foundation, etc., 1924-25, 
entitled ‘‘ Our present knowiedge of the vitamins.” 





EFFECT OF EARLY INDUSTRIALISM ON THE 
HEALTH OF THE COMMUNITY.* : 
BY ; 
MABEL C. BUER, D.Sc.(Econ.), ; 


Lecturer in Economics, University of Reading. 


al 





Tue popular view is that the effect of industrialism on the 
health of the community was necessarily bad, but the fact 
is that the population of Great Britain grew at an unpre- 
cedented rate during the period 1760-1860. To account for 
this, an increase in the birth rate was postulated; there is, 
however, no evidence for this, and definite evidence for @ 
decrease of the death rate. An estimate of the death rate for 
England and Wales in the middle of the eighteenth century 
shows that, on a rough average, it was 35 per 1,000. In 
tho year 1815 it had been reduced to about 20 per 1,000. 
In the middle of the eighteenth century the death rate in 
London and other large towns was 50 per 1,000, while in h 
1815 the death rate in London was about 30 per 1,000. 
These figures give very little support for the contention 
that economic advance was at the expense.of health. The” 
main part of tho population in the middle of the eighteenth | 
century were living in comparatively isolated rural come 
munities, in which the death rate is usually very high. » 
It is not primarily a hot climate which is responsible for ;, 
diseases like plague, but the lack of hygiene, along with. 
the uncertainty of food supply. Plagues were frequent 
in mediaeval Europe, and scurvy certainly and rickets), 
probably were present. The towns were without the most ni 
elementary sanitation, overcrowding was rife, and the water 





® Read in the Section of the History of Medicine at the Annual Meeting ‘[ 
of the British Medical Association, Edinburgh, 1927, the President, Dr _ 





J. D. Comrie, in the chair. 
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supply was poor. From the fifteenth century onwards 
society was passing gradually from the agricultural to the 
industrial stage. The growth of trade led to the growth 
of towns, and owing to the widening of the area from 
which food -supplies could be drawn these became more 
secure. Improvements were possible with production for 
market rather than for subsistence, and large quantities 
of green vegetables were grown. All these things tended 
to decrease scurvy and rickets and to increase general 
resistance to disease.. Commerce introduced tea and sugar 
to the national diet; tea probably helped to reduce the 
consumption of alcohol somewhat, and sugar was decidedly 
beneficial. Malaria was reduced by the draining of the 
marshes, undertaken for agricultural reasons, and in the 
towns there was better scavenging and a better water 
supply. The provision of hospitals and dispensaries during 
the eighteenth century also made a vast difference. The 
latter half of that century saw the beginning of preven- 
tive medicine, first in military and naval hygiene, and in 
this connexion the names of Pringle and Lind should be 
remembered ; later it was extended to the civilian popula- 
tion by Percival and Ferriar of Manchester and Currie 
of Liverpool. All these men, except Percival, were Scots- 
men, and all received part at least of their training in 
Edinburgh. It was Lind who first laid down the rules for 
combating typhus. The first experiments among civilians 
were carried out in Chester, and then the Manchester 
Board of Health was established in 1795, and the Man- 
chester House of Recovery was founded in 1797. Probably 
the campaign against typhus was aided by the introduction 
of cheap cotton clothing and of the iron bedstead, and 
the reform of the gaols also did something to wipe out the 
breeding places of typhus. 

There was a campaign against small-pox even before 
Jenner, but the most outstanding improvement was the 
greater attention to infant and child welfare throughout 
the whoie of western Europe. In the middle of the 
eighteenth century of those born in London about 75 per 
cent. died before attaining the age of 5 years. In 1825 
the proportion had fallen to 30 per cent. This was mainly 
due to the better food supply, coupled with the application 
of elementary rules of cleanliness, fresh air, and rational 
methods of feeding and clothing. The establishment of 
maternity hospitals and of lying-in hospitals was very 
important, because by them knowledge was spread among 
the masses of the people. In London an extraordinary 
number of maternity hospitals was established, and there 
was actually a baby clinic in London in 1815, although it 
was not so called; in the British Museum there exists a 
pamphlet given to poor mothers, telling them how to treat 
their babies. At the British Lying-in Hospital in London 
during the ten years ending 1758, for every 1,000 deliveries 
24 mothers and 66 infants died. In the ten years ending 
1798, for every 1,000 deliveries 3.5 mothers and 13 infants 
died. In 1781 figures were published in the midwifery 
Teports for the Westminster General Dispensary, and for 
the poor people who were attended in their own homes the 
maternal mortality rate was only 3.7 per 1,000. From these 
figures it seems that the end of the eighteenth century had 
a better record in relation to its knowledge in this matter 
than we have at the present day. Before 1780 the death 
tate in nearly all towns exceeded the birth rate. So long 
as this was true, real urbanization was impossible. But 
by 1820 the birth rate in most English towns exceeded the 
death rate, and the towns had improved more than the 
country. At the end of the nineteenth century, when the 
study of economic history began, the death rate of the 
mid-nineteenth century appeared to be appalling, but it 
Was not realized that the’ figures for that time showed 
an enormous decrease compared with those of earlier times. 
The mistake lay in comparing the figures with those for 
the years that followed, instead of with those for previous 
years. 

The earlier stages of the industrial movement were prob- 
ably not so bad as they are thought to be, but the 
increasing urbanization from 1825 onwards was a growing 
factor of difficulty from the point of view of public health. 
t may he asked whether this advance in hygiene can be 
correlated with economic advance, or was it just an 
accident that when economic advance began hygiene im- 





proved? Both movements were essentially parts of one 
great movement towards a higher civilization. Is it an 
accident that in India and China agricultural and indus- 
trial methods have remained unchanged and at the same 
time preventive medicine also? The first fruit of the new 
control of nature by medicine has been the growth of 
population. - 








Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


PREGNANCY UNINTERRUPTED BY SEVERE BURNS 
AND DOUBLE AMPUTATION. 

TxeE following case seems worthy of record, since the con- 

tinuation of normal pregnancy in spite of a serious accident 

followed by grave complications is of some interest. 


A woman, aged 21, was admitted to the Royal Sussex County 
Hospital, Brighton, in the autumn of 1923 following an accident. 
The motor-cycle combination in which she was a passenger ran 
head on into a charabanc and the petrol tank of the cycle ignited, 
severely burning both occupants. The driver died of his burns 
just after admission, his dy being in the typical pugilistic 
attitude. On admission, one and a half hours after the accident, 
the condition of the woman was good. Her pulse was about 70, 
she had no pain, and was able to give information about the 
accident to the police. She had, however, sustained burns involving 
the whole surface area of both legs, from the level of the great 
trochanter down to the soles ‘of the feet, the only parts escapin 
being a narrow band above each knee, where the garters protectec 
the skin, and the sole of each foot, protected by the shoes. The 
skin was charred down to the muscles. There was also a compound 
fracture of the left leg above the ankle. The legs were wregged 
in picric acid dressings and kept moistened constantly. The 

atient was given a gum saline with adrenaline intravenously ; 
q pints were administered in the first two hours, and 6 pints of 
saline were absorbed by the rectum in the following twelve hours. 
In this way about 16 pints of fluids were retained im the first 
thirty-six hours. She continued restless, and suffered from insomnia. 
To relieve the restlessness and induce sleep 1/2 grain of morphine 
hydrochloride was given hypodermically at intervals of two hours, 
but repeated doses failed to relieve the insomnia, as also did 
trivallin, given by the mouth, or rectal ether, the latter being 
returned. In all, she had an average of 6 grains of morphine a 
day for five days, but the only effects were slight drowsiness 
and pin-point pupils. ‘ . ; . 

Her general condition kept constant in this period—that is, 
the pulse about 120 and temperature up to 100°. The legs were 
left undisturbed and kept moistened with picric acid, -but on the 
fifth day secondary haemorrhage set in, and under intravenous 
ether both legs were removed at the level of the great trochanter. 
Under the anaesthetic she was found to be three months pregnant. 

She recovered from the operation with little or no shock, and 
apart from a local osteomyelitis in the amputation stumps, and 
pyrexia for six weeks, her general condition improved. Some four 
months later a secondary operation was performed on the stumps 
and the bare bone was covered. ; ae 

One month before labour she had typical facial erysipelas, but 
recovered. The pregnancy was unaffected by this sequence of 
events, and some six months after the accident she was delivered 
of a healthy child. At the time of the accident the patient was 
expected to succumb from’ the effects of her burns, but neither this 
nor the shock of a double amputation had any effect on the course 


of the pregnancy. 
I am indebted to Mr. A. G. Bate, surgeon to the Royal 
Sussex County Hospital, for permission to publish the case. 
N. Asnerson, B.S., F.R.C.S.Eng., 


Late Senior Resident Medical Officer, Royal Sussex 
County Hospital, Brighton. 





FOREIGN BODY REMOVED FROM THE EAR. 
Tux case described by Dr. C. J. L. Wells in the Britisx 
Mepicat Jovurnat of October 8th (p. 637) of a foreign 
body removed from the ear after thirty-three years reminds 
me of one seen some years ago. 

A woman, aged 40, complained of’ slight earache in the right 
ear. She said that she had never gm a had any pain, but 
that she had always been completely deaf in the right ear, so 
much so that as a schoolgirl she had always had a special seat 
at the front of the class, and could only hear at the left side. 

I removed a large plug of cotton-wool embedded in wax. The 
membrane was perfectly normal, and at once the patient was able 
to hear a watch held about thirty inches away. 

It must be very unusual for such an amount of deafness 
to be put-up with for so many years without any attempt 
being made to find out the cause. 

London, W.L, Eveanor Lowry, M.B., B.S. 
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ABNORMAL DEVELOPMENT OF BLADDER IN A 
NEWLY BORN FNFANT. 
Tne details of the pregnancy and confinement of the 
mother of the infant whose case is recorded below I have 
been unable to obtain, except that it apparently was a 
normal nine months’ pregnancy.- The abnormality, how- 
ever, is a very unusual one, 


Externally the abdomen was an enermous size; there was no 
trace of an ana] opening; male external genital organs were present. 
The fluid which had caused the distension of the abdomen was lost 
during the confinement and six pints of fluid were required to 
redistend it to its original condition, so that a photograph might 
be taken. On opening the abdomen an enormous cyst was found 
to occupy the pelvic, right and left lumbar, and subphrenic regions. 
A kind of diverticulum passed upwards, behind and to the right of 
the coils of intestine, which were smaller than normal for a full- 
term infant. The lower end of the large intestine was greatl 
dilated with meconium, and it was adherent to the upper and va | 
portion of the left side of the cyst; the gut, however, had no 
opening into it, but ended nag The right kidney could not be 
distinguished, but its position below the suprarenal gland was 
indicated by some thickened tissue at the upper end of an 
enormously dilated ureter. There was a | gees dilated left 
hydronephrosis with only a small amount of kidney tissue per- 
sisting. Its ureter was enormously dilated like that of the right 
side, and the two ureters passed downwards intramurally in the 
wall of the cyst. The interior of the cyst presented the appearance 
of a distended and greatly hypertrophied bladder, marked by 
numerous diverticula and ridges due to the hypertrophy of the 
mnderlyng. muscle. The ureters opened by two exceedingly small 
orifices which were by no means easy to find. The lower or pelvic 
portion of the cyst was perfectly smooth, and there was no trace 
of an opening from it to represent a urethra. The testes were 
smaller than normal and lay on the lower part of the dorsal surface 
of the cyst. They were connected to it short, well developed 
vasa deferentia which crossed tesnoversely and opened into a 
rane diverticulum of the cyst. There were no seminal vesicles 
present. 


It would appear that this ‘cyst’? was an enormously 
distended cloaca, and the shallow diverticulum—which was 
smooth and had a wall thinner than the rest of the 
“‘ cyst ” and into which the vasa deferentia opened—that 
part of the urogenital sinus which should normally form 
the prostatic portion of the urethra. ; 

The condition of the bladder in this case is most unusual, 
and I have been unable to trace any similar caso recorded. 
It would appear to be caused by the absence of any outlet 
from it for the flow of urine, and as there was such an 
enormous accumulation of urine present it raises the 
interesting question as to the period when the kidneys 
begin to secrete. 

Ricnarp H. Hunter, M.D., M.Ch. 


Department of Anatomy, Queen’s 
University, Belfast. 








Reports of Societies. 


LEGAL PERILS OF THE DOCTOR. 
Ar the meeting of the Hunterian Society, held at Cutlers’ 
Hall in the City of London on November 7th, a discussion 
took place on ‘‘ The legal perils of the doctor.”’ Mr. 
Mortimer Wo.rr presided, and among those present was 
Mr. Justice McCardie, but he took no part in the 
discussion. 

Dr. James Neat (general secretary of the Medical 
Defence Union) said that the doctor, in addition to the 
legal obligations of the ordinary citizen, had certain obliga- 
tions imposed upon him under a number of statutes, and 
certain others by the traditions of his profession and the 
Warning Notices of the General Medical Council. It was 
strange that the teaching of law should have no place in 
the medical curriculum, in view of the many respects in 
which a doctor was open to legal action. A doctor was 
always at the mercy of an hysterical or insane patient, and 
very often, in order to avoid publicity, he was tempted 
to settle by the payment of money a claim which ought 
never to have been made. A patient was entitled to 
recover damages for negligence—fortunately not for failure 
to cure—and negligence was a vague, indefinable thing, 
not governed by statute, although the subject of judicial 
rulings from time to time; it was a matter of fact rather 
than of law, and therefore a matter for a jury. Although 
the bench had displayed a tolerant, even a lenient, attitude 





towards the medical profession, it was by no means certaig 
that a jury would take the same view. Turning to certifi, 
cation, Dr. Neal said that this bristled with perils. Ev 
medical man should take scrupulous care to certify only 
to such facts as were within his personal knowledge, 
With regard to the British Medical Association’s proposal 
for strengthening Section 330 of the Lunacy Act by the 
appointment of assessors to sit with the judge, he did not 
know to what extent this would’ serve to protect the 
certifying doctor, and there would stil] remain the danger 
that action might be taken against the doctor on the 
ground that the statements in the certificate were a libel 
on the patient. Some similar protection to that accorded 
to a witness in a court of law should be granted, though 
he would not desire ‘such protection to be made absolute 
and thereby to screen the doctor who had acted carelessly 
or in bad faith. Dr. Nea! deplored the fact that medical 
men who had successfully resisted in the courts allegationg 
against their professional competence or care should be 
mulcted in large costs owing to the fact that the plaintiff 
had proved to be a man of straw. 

Earl Russrtu said that he had been in the habit of 
looking on the doctor as the high priest of civilization, in 
control of the actions and liberties of the people. But the 
doctor had not got the protection accorded to the nigh 
priest, nor had he the sacrosanct character attaching to 
tribuni plebis in Roman times; he remained a citizen 
to be ‘‘ shot at.’’ No society of medica] men would desire 
that doctors should be exempt from penalty if they iad 
been reckless or negligent in the treatment of their 
patients. The simple rule that medical men should follow 
was honestly to do their best for every patient with the 
utmost skill at their command. He did not see how 
any adequate training in law could be introduced into 
the already overcrowded medical curriculum, as Dr. Neal 
seemed to desire, and a partial knowledge of law might be 
worse than ignorance in leading men astray. Nor did he 
understand a suggestion by Dr. Neal] that doctors should 
be exempted from the payment of costs in actions in which 
they had been successful but in which the other party had 
proved to be a person of no substance. That was a mis 
fortune from which many litigants, not doctors alone, 
suffered. Lawyers could not consider a question merely 
from the point of view of one class of the community. He 
did not know on what grounds doctors were to be made 
an exception, nor from what source the costs were to come, 
As to certificates, the immunity given to a viva voc 
witness in the law courts, which was granted in the 
interests of the administration of justice, could scarcely 
be extended to the certifying doctor. There were ub 
doubtedly cases in which doctors were casual in these 
matters, sometimes reckless, occasionally, it might be, not 
bona fide, and no one wished to protect a medical man 
from the consequences of his action in such cases, so that 
there could not be complete immunity. He was not 
surprised that doctors were rather afraid of corti 
at the present time, but the legal members of the Roy 
Commission on Lunacy were unable to devise anything 
better than appeared in the report. As for the suggestion 
that there should be medical assessors, he did not quite 
know what such persons were to do. Owing to old 
historical traditions naval assessors sat with the judge im 
admiralty actions, but that was the only case in which the 
judge was supposed to be unable to understand evidenc@ 
and to need someone to interpret it for him. A stro 
case would have to be made out for any extension of thal 
practice, and if medical assessors, why not assessors if 
other cases involving special conditions of skill? : 

Sir Hrrsert Waternouse said that as president of the 
Medical Defence Union he had known actions which lacked 
all substance to be brought against doctors, and yet the 
solicitors for the plaintiff never failed to get medical men 
to go into the witness box to testify against a professional: 
colleague. Nor were the medical men who gave evidence? 
under such circumstances obscure members of the pre 
fession; frequently they were leading members. Often 
the evidence they gave would never be recognized by fheit 
professional colleagues if those colleagues were on the jury 





He instanced a case against a medical practitioner, which 
he and other medical witnesses who gave evidence on 

















low 


into 
Nea 
t he 
1 he 
ould 
hich 
had 
mise 
one, 
rely 


ade 
mé, 
roce 
the 
cely 
ule 
1eS6 
not 
an 
hat 
not 
i 

ng 
ing 
ion 
ite 
old 


he 
ice 


he 


he 
en 


al. 


on 
it 
y: 
ch 








NOV. 12, 1927] 
_— 


PSYCHIATRY AND THE REPORT OF THE ROYAL COMMISSION. 


Tar Barrise 
L Mepicat JocRwas 


877 











the doctor’s behalf thought might well be laughed out of 
curt, but in which an eminent surgeon appeared on the 
other side. It was just as well that what that eminent 
surgeon said in the witness box was not said by him when 
he was sitting for the Fellowship examination of the Royal 
College of Surgeons! Sir Herbert Waterhouse went on to 
deal with cases of blackmail, major and minor, the latter 
comprising those cases in which, when the patient was 
confronted with the doctor’s bill, he made persistent 
allegations of negligence as an excuse for not paying. 
A doctor accused of negligence should, for the sake of his 
profession, fight the case out. 

Mr. Rayner Gopparp, speaking from a quarter of a 
century’s experience at the bar, said that it might be no 
consolation to the doctors, but: nevertheless it was true, 
that members of every profession (the bar excepted) were 
open to action for negligence. But when the number of 
doctors on the Medical Register was borne in mind, 
together with the number of consultations which must 
take place daily and hourly, and was compared with the 
small number of actions brought against medical men, he 
did not think that the peril of legal action need haunt 
the doctor’s sleep. With regard to the point raised by 
Sir Herbert Waterhouse about opposing evidence from 
other members of the profession, he pointed out that 
the medical profession, like every other, had members 
who were incompetent, unskilful, and negligent, and should 
a person be treated by one of these to his grave and avoid- 
able injury, it would be a shocking thing if, on taking 
action against the practitioner, he could not find a medical 
man to give evidence for him simply because the profession 
was a clique in which no doctor must give evidence against 
another. Doctors were, as a rule, very loath to give 
evidence against another, and a lawyer might be pardoned 
in advising a client to proceed if he found that he was 
in a position to call other doctors. The speaker thought 
it incumbent upon a doctor, if he honestly believed that 
another practitioner had inflicted a great wrong upon 
a fellow citizen, to assist the ends of justice. As for that 
palladium of British liberties the jury, he noted that the 
trend of recent legislation was to take cases away from 
juries, but his own experience was that juries were by no 
means prone to take views antagonistic to doctors. He 
also made a suggestion for lunacy certification, that no 
person should be confined in an asylum unless his case had 
been considered by a panel of three medical men, and that 
it should not be possible to bring any action against a 
doctor who in good faith referred a case to such a lunacy 
panel. In cases of emergency, where the patient showed 
homicidal or suicidal tendencies, the doctor might be 
allowed to give an emergency order for restraint to hold 
good for a few days until the case could be brought before 
the panel. 

This-concluded the speeches of the ‘‘ openers,’’ but as it 
was now 11.15 p.m., not even the staying power of the 
Hunterian Society was equal to a prolonged general dis- 
cussion. Dr, Tempre Grey dealt with some points, urging 
that if a judicial authority could not be found to take the 
responsibility for certification some other way must be 
sought, and that it was unfair that medical men should 
be under this peril when at the same time they were 
bound to perform a public duty. Dr. Percy Smirn did 
not see why the medical certificate should not be regarded 
as a statement on oath for the purposes of evidence in 
court. He said that it was by no means true that all 
patients resented detention; he was accustomed to receive 
grateful letters from patients, now discharged, for whose 
‘detention he had been responsible. Dr. Neat briefly 
replied. 





PSYCHIATRY AND THE REPORT OF THE 
ROYAL COMMISSION. 


Tue presidential address in the Section of Psychiatry of 
the Royal Society of Medicine was delivered on November 
8th by Dr. R. Lanepon-Down, whose subject was 
‘Psychiatry and the Report of the Royal Commission.”’ 
Dr. Langdon-Down reminded the Section of the circum- 


general character of its report. Sometimes the reports 
of Royal Commissions were laid by on the shelf, but this 
was unlikely to happen in the present instance because the 
matter called urgently for legislation, which the Minister 
of Health had indeed promised would be forthcoming in the 
new year. As to the general value of the report there 
could be no question. It gave a decisive answer on matters 
previously in debate; it laid down in clear terms the prin- 
ciples which should guide the Legislature in dealing with 
the insane, adopting in the main the principles which had 
been urged by the medical profession; and it repudiated 
the notion that there existed any substantial abuses. On 
examining the report in detail, however, Dr. Langdon- 
Down found certain matter for criticism, especially in the 
procedure recommended for placing involuntary patients, 
when there was a prospect of recovery within a short time, 
under care and treatment without recourse to full certifi- 
cation. His objection to the Provisional Treatment Order 
by which it was proposed that this should be done was that 
it continued the judicial intervention and formality which 
was the real objection in certification. The term “ certifi- 
cation ’’ referred compendiously to the whole procedure of 
a reception order made by a magistrate who had before him 
one or two certificates signed by medical practitioners. 
What the patients and their friends objected to in certifica- 
tion was not the expression of medical opinion or diagnosis 
on the certificate, but the whole procedure which invested 
the certificate with the forms of law, and inevitably sug- 
gested a penal aspect. A German medical practitioner, 
writing about the working of the English law in this 
respect, stated that he had found it difficult to understand 
the introduction of what was apparently a penal side into 
this procedure, and asked if this did not cause confusion. 
The essential fact in certification which made it abhorrent 
to those faced with it was the share taken by the 
representative of the law. 

The Provisional Treatment Order proposed by the Royal 
Commission, strangely enough, accentuated the duties of 
the justice and elaborated them in various ways. It was, 
in essence, the very procedure of certification over again. 
Such a procedure was in no way calculated to approximate 
the treatment of mental to that of physical disorder. IJt 
was true that the doctor’s signature was to be attached 
to a ‘‘ recommendation ” instead of to a certificate, but 
could it be supposed that to style a certificate a ‘‘ recom- 
mendation ’’ would do anything to allay objections? Nor 
would it be more acceptable because it was limited to a 
month and was termed provisional. The failure of the 
Commissioners to bring their proposals into harmony with 
the principles laid down in their own report was much to 
be deplored. They had assumed as a self-evident fact 
that the only proper safeguard was the judicial authority, 
and that his intervention before treatment was under- 
taken was a vital principle of universal application. In 
this the Commission was deferring to a public prejudice, 
instead of which it might be expected that a Commission 
would endeavour to guide public opinion. But it appeared 
from the proposals that, while changes might be made in 
various directions, no change must be suffered in respect 
of the legal formality which the public would look upon 
as a safeguard. Yet even under the present lunacy laws 
there were various departures from this principle: for 
example, a lunatic might be detained in the workhouse for 
fourteen days on the certificate of the medical officer of the 
institution. By an accumulation of periods under different 
sections of the Act as long a time as twenty-three days 
might elapse before the justice was called upon to make 
a summary reception order, and it was not suggested that 
abuses had in fact occurred through these extra-judicial 
periods of detention. In Scotland also the principle had 
been departed from, without any evil results. It was 
admitted on all sides that adequate safeguards were 
necessary, but the unsatisfactory form of the proposals 
offered in the report was the result of assuming that the 
judicial authority was the only proper safeguard. In fact, 
the intervention of the justice was the one safeguard 
which tended to be somewhat illusory in practice. The 
judicial authority was the one party to the procedure on 





stances in which the Commission was sct up, and of the 


whom apparently no real responsibility fell. The real and 
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effective safeguards depended on the vigilance and expe- 
rience of the Board of Control and on the trustworthy and 
responsible way in which the medical share in the work had 
been done. If the justice was to be brought into this 
Provisional Order procedure it should be at the: request 
of the patient, when his function would’be clearly defined, 
and his decisions, being invited by the patient and 
supported by the medical evidence he would be entitled to 
call, would be on the merits of the case. 

Dr. Langdon-Down suggested tentatively a proposal for 
avoiding these objections. All patients requiring mental 
treatment should be dealt with, in the first instance, 
either by a voluntary application or a_ preliminary 
authorization for treatment, the latter to be made by a 
relative, friend, or public official, supported by two medical 
opinions to the effect that the patient required treatment 
for his mental condition in a place recognized for such 
a purpose, and the admission of the patient for treatment 
should be reported to the Board of Control within seven 
days. TI» patient should be given the right to call in a 
judicial authority if he considered that he ought not to 
he placed under tréatment, and if the justice decided, 
after taking medical opinion, that the patient should con- 
tinue under treatment, he would make an order accord- 
ingly. The preliminary authorization would be valid for 
fourteen days, but capable of extension. It would have 
the advantage over the Provisional Treatment Order, 
which retained the judicial procedure while actually 
weakening the medical safeguards, that it emphasized 
primarily the need for treatment rather than the need 
for detention, and did not complicate and confuse the 
procedure by a hopeless attempt to classify cases for this 
purpose by prognosis. It was only an extension of the 
present Urgency Order or the proposed Emergency Order, 
making its duration the more useful period of fourteen 
days instead of seven, and therefore it could not be taken 
to contravene any vital principle of law or public policy. 

Turning to the risks under which the certifying practi- 
tioner laboured, Dr. Langdon-Down said that under the 
law as it stood the intervention of the justice added no 
safeguard to the doctor, and therefore the elimination of 
this authority would add nothing to the doctor’s risks. 
There was little or no dispute that the whole legal position 
of the medical practitioner in regard to the risks which 
confronted him in certifying the insane involved grave 
injustice. This was reaffirmed by the Royal Commission, 
which sought to ameliorate the position by transferring 
the burden of proof as to carelessness or bad faith. But 
even that proposal, as it stood, might fail to give the 
required protection unless the further proposal were 
adopted to strengthen Section 330 by appointing an 
independent medical assessor to sit with the judge in these 
cases. With this addition the doctor would have fairly 
substantial -protection. Dr. Langdon-Down then dealt 
with the question of witness-status, and the practical 
difficulties which were in its way, and he mentioned the 
remarks of Mr. Justice McCardie, made since the report 
of the Royal Commission was issued, in delivering judge- 
ment in the case of de Freville v, Dill, when the judge 
suggested that the cause of the detention might be, not 
the doctor’s certificate, but the justice’s order. In that 
case action would lie, not against the doctor, but against 
the justice, or, in the procedure just outlined, against the 
person who made the preliminary authorization. The pro- 
fession and public were governed, however, not by Mr. 
Justice McCardie’s views, but by the judgement he had to 
deliver, and by the law as commonly interpreted, and the 
doctor stood in a very hazardous position. It ought not 
to be necessary for some unfortunate victim to have to 
carry his case to the House of Lords. The profession had 
the right to ask that the law on this matter should be 
just and unequivocal. If there was doubt about inter- 
pretation, why should not the matter be cleared up forth- 
with by the House of Lords appointing, if necessary, a 
panel of judges as it did once before, in the M’Naghten 
case? 

Sir Roserr ARMstRONG JoNEs proposed, and Sir Maurice 
Crate seconded, a vote of thanks to Dr. Langdon-Down. 
The former said that he was unable to agree to the proposal 
to eliminate the justice. 


‘ water, in 2 c.cm. ampoules. 





‘THE PRESENT POSITION OF SPINAL 
ANAESTHESIA. 


At the meeting of the Section of Anaesthetics of the 
Royal Society of Medicine on November 4th a discussion 
took place on the present position of spinal anaesthesia. 


Dr. Ceci, Hvueues, president of the Section, in a brief. 


introduction, said that the method of spinal anaesthesia 
had now been in use for over a quarter of a century, many 
papers had been published on the subject, embodying obser- 
vations on thousands of cases, and the time had come te 
assess the value of the method as a routine procedure. The 
mortality was very slight, and such deaths as had occurred 
could mostly be attributed to the serious condition of the 
patient at the time, to an admittedly bad choice of anaes 
thetic, or to an overdose. He gave a synopsis of the recent 
papers on the subject, and then described his own tech- 
nique, in which he used 5 per cent. stovaine, with 10 per 
cent. sodium benzoate and caffeine citrate, in distilled 
He preferred to combine with 
this method a light degree of general anaesthesia, sometimes 
so light that consciousness was scarcely abolished. He 
avoided the method in cases where there was low blood 
pressure to begin with, myocardial degeneration, or spinal 
trouble. ‘The class of operations most suitable for spinal’ 
anaesthesia were -those on the lower abdomen, and he 
thought that in difficult pelvic operations, particularly; 
urological and gynaecological, the use of spinal. anaes 
thesia had already lowered considerably the post-operative 
mortality. The fall of blood pressure during anaesthesia,’ 
without marked increase of pulse rate, had seldom caused: 
him anxiety. In a few instances under his own observation’ 
as large a drop in blood pressure as 60 per cent. had’ 
occurred, but the pulse rate was only slightly increased, 
and on the patient being returned to bed there was 
rapid recovery. Constant blood pressure readings should 
be made throughout serious operations under spinal anaes- 
thesia, but the most important danger signal was the 
pulse. The position at operation was important. Where 
the Tréndelenburg position had been employed, return to 
the level should not take place for at least two or three 
hours. It was very important to keep the patient on an 
inclined plane, with the head low; this was the position in 
which he should be taken from the operating room, and 
the foot of the bed should be raised. Except in a few 
of his cases, any nausea or vomiting had been slight, and 
headache was extremely rare. This he attributed to his 
use of a small and sharp needle, reducing to the minimum 
the size of the hole in the theca. He had had two cases of| 
external rectus paresis, one of which lasted for some weeks.’ 
There were also a few cases of tfansitory stiffness of the’ 
muscles of the neck. Abdominal distension had occasionally: 
occurred, but this was by no means peculiar to operations! 
under spinal anaesthesia. When undesirable after-effects 
followed operations under general anaesthesia, it was 
difficult to pin the anaesthetic down as the sole cause, for 
the reason that there were several other possibilities which 
might be suggested; but with such complications as had 
been reported in connexion with spinal anaesthesia there 
were no loopholes. He could not explain how these rare 
sequelae occurred, nor how they might be avoided. Until 
failures as well as successes were reported it would not be 
known how spinal anaesthesia compared with other 
methods. 
Mr. J. P. Locxnart-Mummery said that inhalation 
anaesthesia which caused vomiting and loss of appetité 
during the days immediately following operation was dis” 
tinctly prejudicial to the work which the surgeon could do! 
no more than begin, and he was prepared even to run # 
rather greater risk with the anaesthetic if the method was’ 
free from these disadvantages. He thought that for opera 
tions up to the umbilicus there was no reason to both 
about regional anaesthesia, which was a difficult method} 
when spinal anaesthesia was available. In his opinion any! 
really serious drawbacks attending the use of spinal anaes’ 
thesia had been due to faulty technique, such as the 
injection of an unsuitable substance or careless use of t 
needle: He had experienced only the trouble of* the 
lowering of the blood pressure, to which everyone was’ 
accustomed, and in one case diplopia. In spinal anaesthesia 
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a patient was at the mercy of gravity. If, four or five 
minutes after the spinal anaesthetic was injected, the 
patient was slanted so that his head and chest were lower 
than any other part of his body, no serious trouble was 
likely to ensue. The patient should always be moved on a 
trolley—the position could not be maintained properly on a 
stretcher. The keeping down of the head averted subse- 
quent headache, at least to any more than a mild degree. 
The solution employed in his experience had been stovaine, 
Billon’s, 10 per cent. He had never seen any case of 
idiosyncrasy to stovaine. 

Mr. Gorpon Taytor said that he had used spinal anaes- 
thesia first of all in cases where he expected shock. When 
amputations and severe operations were done on the lower 
limb spinal anaesthesia was extremely useful, as it also was 
in excision of the rectum and gynaccological operations. A 
second class of cases in which he had used it consisted of 
those in which the patient had some general constitutional 
disease rendering the administration of a general anaes- 
thetic impossible or inadvisable. In a third class of cases 
he had used it for his own comfort; these were cases 
in which he felt the operation was going to be mechanically 
dificult, such as for carcinoma of the pelvic colon. 

Dr. H. M. Page said that he had always been in the 
habit of giving slight general anaesthesia before making 
the spinal injection; this was for the comfort of the 
patient, and he had not found the result affected. For 
the last four years he had.been using a very fine needle— 
22 standard wire gauge, the usual needle of commerce 
being 16 standard—and in his last 106 cases with this 
small needle only one bad headache had occurred. It was 
not only after the operation that the head should be 
lowered, but the patient should be sloped with the head 
lowest ali the time from the injection onwards, or at 
least from a very few minutes after the injection. 

Dr. Z. Mennet had heard of a good many complications 
following spinal anaesthesia, and severe headache was 
reputed to be a very common sequel. The neurologist, 
indeed, now recognized a definite disease known as 
stovaine-tabes. Cases had come to the National Hospital— 
even cases of children, where no question of ordinary tabes 
would arise—who showed complete loss of knee-jerks, small 
—. etc., following on spinal anaesthesia. He did not 

now that the fall of blood pressure, which was quite 
definite, was a serious complication, because it was quite 
easy to combat this, and for some time he had been 
accustomed to give either a fairly big dose of camphor or 
some strychnine immediately after making the spinal 
puncture. His objection to spinal anaesthesia as a routine 
was the uncertainty of its action. He could not judge 
what dose it was necessary to give to any individual; the 
anaesthesia following a fairly uniform dose varied enor- 
mously with different persons, as did the length of time 
which it lasted. If a surgeon was relying on the anaes- 
thetist to give a proper anaesthesia for longer than three- 
quarters of an hour or an hour a general anaesthetic 
became necessary. In America very little spinal anaesthesia 
was done; there it was regional or splanchnic when an 
injection anaesthetic was given, 

Dr. ©, F, Hapriexp had given stovaine, Billon’s solution, 
for ten or twelve years, and had had none of the ill effects 
mentioned in the discussion. At his hospital (Prince of 
Wales’s, Tottenham), largely a local hospital, to which 
the same patients returned time and again, although spinal 
anaesthesia had been regularly practised, not a single case 
of so-called stovaine-tabes had ever been seen. He had to 
confess, however, to a certain mortality with spinal anaes- 
thesia, and he was of opinion that the mortality with 
stovaine was greater than with ether. One puzzling case 
which had shaken his faith in spinal anaesthesia was that 

a woman, otherwise healthy, operated on for fibroid. 
Under the anaesthetic she became blue, and could not get 
Tespiration. Artificial respiration was tried and proved 
impossible, oxygen was introduced without result, and the 
Woman herself made efforts to get breath, and could not, 
and death ensued. He had discussed this case with Dr. 
H. H. Dale, who pointed out a parallel condition in an 
animal given a fatal dose of histamine. On such an animal 
it was impossible to do artificial respiration; if oxygen 
were forced into the lung it would burst into the pleura, but 





it would not get into the alveoli. Apparently what hap- 
pened was spasm of the small bronchioles. Dr. Hadfield 
personally did not like to combine a light general anacs- 
thetic with the spinal analgesia. He thought better results 
were obtained with ‘‘ twilight sleep.’? With regard to 
headaches, these seemed less likely to occur after a 
serious than after a minor operation, probably because, 
after a serious operation, the patient remained very still 
for a long time, whereas after a minor operation he moved 
about. 

Mr. H. E. G. Boyiz believed that there was a bigger 
mortality with stovaine spinal anaesthesia than with most 
other anaesthetics, and other members spoke of a possible 
toxic action of stovaine. Mr. Howarp Jones thought that 
if novocain were used instead of stovaine fewer bad results 
would be reported. He had abandoned stovaine some years 
ago on account of its relative toxicity. He also believed 
that the fall of blood pressure was less with novocain than 
with stovaine. Mr. Asniry Dary thought that patients 
should be kept in bed for several days after spinal anaes- 
thesia. Dr. P. J. Crausen had seen two instances in 
which spinal anaesthesia was followed by paralysis of the 
rectum and incontinence; both patients had a positive 
Wassermann reaction. Dr. JosepH BuiomrFierp said that 
the discussion had brought out the fact that there were 
two sides to the question, and it certainly could not be 
claimed that the method of spinal anaesthesia was the right 
one in all circumstances. He mentioned two cases, reported 
in a French journal, of loss of control of the bladder lasting 
for eighteen months and for three years respectively after 
spinal anaesthesia. Dr. Czcr, Hvuenes briefly replied to 
some of the detailed points raised. 





TROPICAL DISEASES AND PARASITOLOGY. 


Tue Section of Tropical Diseases and Parasitology of the 
Royal Society of Medicine held its first meeting of the 
new session on November 3rd, with Major-General D. 
Harvey, a vice-president, in the chair. A number cf 
papers on tropical diseases and parasitology were read. 


Blastomycosis Cutis. 

Dr. Atpo CasTELLANI read a paper on “‘ Blastomycosis 
cutis.”’ Any pathological condition of the skin, he said, 
due to yeast-like fungi was usually called blastomycosis. 
The term ‘“ yeast-like’’? was a useful practical term 
referring to roundish or oval fungi with no mycelium. Two 
main types of the condition could be recognized—blasto- 
mycoid and cryptococcoid. The former were larger cells, 
with a well marked double contour due to the thick 
membrane. The internal granulations were larger than in 
the cryptococcoid type, in which they were sometimes 
absent. The lesions, however, were similar, although the 
parasites were totally different in culture. There was no 
need, however, to adopt a fine botanical classification, and 
he usually separated them by observing the fungi in a 
hanging drop culture. If free budding cells were present 
the fungus belonged to the genera saccharomyces, crypto- 
coccus, etc., while if budding cells were absent it belonged 
to the genus blastomycoides. Clinically several types of 
blastomycosis existed. The commonest was blastomycosis 
verrucosa, while other types were blastomycosis ulcerativa 
profunda (coccidioides type), blastomycosis gummosa, 
blastomycosis glutealis, and blastomycosis furunculosa. 
Blastomycosis verrucosa was characterized by raised patches 
with a verrucose or papillomatous surface resembling skin 
tuberculosis or yaws. It had several subtypes. The 
commonest affected the skin only, and although cosmo- 
politan in its distribution it was commonest in the tropics 
and subtropics. The second type affected the oral and 
nasal mucosa as well as the skin, and was found mainly in 
South America. The third, affecting the tongue, had 
been reported from Ceylon, and the last type affected the 
skin first of all, but later became systemic, with a general 
infection and pyaemia. 

The speaker then described cases illustrating these various 
types. He said that blastomycosis ulcerativa profunda 
affected mainly the deeper organs, and scarcely caused any 
skin lesion. It was due to a cryptococcus.. Blastomycosis 
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giutealis caused a diffuse induration of the skin in the 
gluteal region, and tended to become chronic. It possessed 
numerous sinuses discharging a thin pus, and was caused 
by a species of monilia or cryptococcus. Blastomycosis 
furunculosa was very distinct clinically from the other 
types, and, indeed, it resembled ordinary boils to such an 
extent that it could only be distinguished from them with 
difficulty. It was often on the scalp, and the hair some- 
times fell off, causing permanent baldness. In unopened 
sores the fungus was found in almost pure culture, but 
in open boils it was so heavily masked by a staphylococcus 
that diagnosis was difficult. It could be cured by doses of 
potassium iodide. There were other superficial conditions 
of the skin caused by yeast-like fungi, and called blasto- 
mycosis epidermicus. ‘These were of two types. The first 
showed no sign of inflammation, and consisted of brownish 
patches résembling dirt on the skin of the chest and limbs. 
Cryptococci were found on scraping the lesions. The second 
was mainly inguinal, where the skin was reddened and 
slightly inflamed. There were no raised edges to tho 
patches, however, and there was only slight itching. It was 
often secondary to a fungus of the genera epidermophyton 
or trichophyton. 

Dr. Castellani wished to emphasize three main points: 
Blastomycosis was not tropical, but cosmopolitan. It was 
far from rare in the southern United States, and it also 
occurred in Europe. Blastomycosis was not caused by a 
single species, genus, or even family of fungus. 

Blastomycosis was best treated with massive doses of 
potassium iodide (one drachm three times daily), and if 
such quantities of the drug were badly tolerated large doses 
of sodium bicarbonate should be administered with them. 


Malaria. 


Dr. Brovcuton Aucock drew attention to the importance 
of house infection in the transmission of malaria,’ and 
showed a series of slides illustrating the difficulties which 
planters in Malaya had to face in attempting to eradicate 
mosquitos. Malaria was still very common in some of the 
estates there. Mosquitos indoors were more often infected 
than those out of doors, and he recommended house destruc- 
tion of mosquitos every eight to ten days by means of 
sulphur fumes or some similar measure. Houses should 
be planned in these areas on suitable lines, and trees 
should not be planted too near the houses, as they afforded 
protection for the insects. 

Dr. Scorr Macriz communicated a paper on a species 
of malarial parasite from a baboon which resembles 
Plasmodium vivaz, but only very slightly enlarges the red 
cells, The parasite appeared to be pathogenic for the 
monkey. Malaria in apes was of special importance to the 
medical man, and types identical with the human species 
had been identified in apes, although experimentally they 
had not been transferred to man. 

Dr. J. Gorvon Tomson discussed the stippling of the 
red cells in malaria (Maurer’s dots), and drew attention to 
the irregularity with which the typical picture could be 
obtained. It apparently depended on some staining 
reaction of which we were still ignorant. 

Dr. Curistoruerson described a case of human actino- 
mycosis of the face. The infection had been acquired 
through Stenson’s duct. Tho case was cured by means of 
large doses of potassium iodide. 





OBSTETRICS AND GYNAECOLOGY, 


Ar a meeting of the Section of Obstetrics and Gynaecology 
of the Royal Society of Medicine on October 21st, the 
president, Mr, Comyns Berxexey, in the chair, Mr. A. L. 
Waker showed a specimen illustrating rupture of the 
uterus following Caesarean_ section. 
Mr, Walker said that the patient had had a Caesarean 
section performed two years previously, followed by an 
afebrile puerperium. It had been originally intended 
that the labour should proceed naturally, but at its 
onset she. was seized with acute abdominal pain, and 
developed signs of internal haemorrhage. She was 
ouly admitted to hospital eight hours after the 





appearance of the symptoms, and was then in so serious 
a condition that complete hysterectomy was performed 
at once. The Caesarean section scar of the uterus 
was found to consist merely of fibrous tissue over a 
considerable extent, and rupture had occurred through 
part of this. An ovoid hole, almost the size of a hen’s egg, 
was found on the maternal surface of the placenta, visible 
through the uterine perforation. The patient made an un- 
interrupted recovery. 

Mr. A. C. Parmer, in a brief communication on the age 


incidence of carcinoma of tho body of the uterus, mentioned. 


the figures quoted by previous observers, and recounted 
a series of cases at King’s College Hospital and the 
London Hospital. He concluded that the condition occurred 
at an earlier age than had been previously thought. He 
referred to one case of a sarcomatous polypus which had 
been discovered in a patient aged 19. 

Sir Ewen Macigan then read a paper, illustrated by 
lantern slides, describing his visit to some of the medical 
schools of Canada and the United. States of America. He 
made special reference to the teaching of obstetrics and 
gynaecology, and to the training of midwives. 





ACUTE EAR CONDITIONS. 
Ar a meeting of the Brighton and Sussex Medico-Chirur- 
gical Society on November 3rd, the Presrpent, Dr. Donald 
Hall, in the chair, Dr. A. Crow read a paper on ‘ The 
acute ear.”’ 

Dr. Crow deplored the attitude of textbook writers who 
treated of deafness, otorrhcea, tinnitus, meningitis, and 
the dismal end-results of the acute ear as though they were 
casual occurrences; the appearance of such preventable 
symptoms called not for complacency, but for scandalized 
comment. The signs and symptoms of an acute ear were 
deduced from a consideration of the essential anatomy and 
pathology; they were: temperature, pain, bulging drum, 
primary mastoid tenderness from congestioa of the mastoid 
emissary vein, slight deafness, and perhaps vertigo. By 
means of blackboard drawings the various appearances of 
the normal and abnormal drum were indicated, and the 
differential diagnosis was discussed. Emphasis was laid 
on the need for early paracentesis once tension in the 
middle ear had been diagnosed, for one was not primarily 
dealing with an abscess, but with a threat to ultimate 
function by reason of tension in the most delicate piece 
of mechanism in the body.. Hence there could be no delay, 
as in the case of abscesses elsewhere, for the wall of resist- 
ance to be built up; such a process fixed the stapes, caused 


sloughing of the membrane, immobilized the ossicular chaia, - 


and drove infection into the bone, establishing a chronic 
otorrhoea. Dr. Crow maintained that paracentesis was an 
operation of general practice, and he described the pro 
cedure in detail. Dealing with the question of mastoiditis, 
it was shown that here, on the other hand, no special 
function preservation was involved, but life itself was 
threatened by the proximity of a potential abscess to vital 
structures; although it might be argued that the preserva- 
tion of hearing and the preservation of life were of approxt- 
mately equal importance. Charts of the prognosis of the 
acute ear were demonstrated, and an attempt was made 
to show that after the subsidence of the acute otitis element 
any return of either pain, temperature, or tenderness was 
diagnostic of mastoid pus; yet secondary mastoid tenderness 
was not a sign to wait for; the dangerous cases, with deep- 
seated pus, presented no such sign. Dr. Crow held that a 
needless amount of mystery was associated with mastoid 
diagnosis. If a patient was seen twice daily, and the pulse 
and temperature carefully charted, and if it was remem- 
bered that the essence of diagnosis was appreciation of 
sequence of symptoms, the situation being clarified by free 
middle-ear drainage, then he could see no difficulty about 
establishing a diagnosis, at any rate in patients above the 
age of 3. A new sense of responsibility in regard to the 
hearing function was needed. Deafness being a disability 
more dreadful than blindness, and only a little less terrible 
than insanity, pity for its victims had no sincerity 
it did not translate itself into a resolve to protect others 
from a similar fate. 
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THE LIVER TREATMENT OF PERNICIOUS 
ANAEMIA. 


Ar a meeting of the Section of Medicine of the Royal 
Academy of Medicine in Ireland on October 28th, the 

resident, Dr. G. E,. Nessirt, in the chair, Dr. H. F. 
Moone read a joint paper by himself and Dr. A. R. J. 
Dungan on the Minot-Murphy diet in the treatment of 

rnicious anaemia. 

Dr. Moore discussed the principles of this liver diet in 
the treatment of the disease, and reviewed the literature. 
The details of five patients treated in this way and 
observed for from seven to twelve months were given. In 
all the cases clinical improvement started within a few 
days of beginning treatment, there was a marked and 
rapid increase in the number of red blood corpuscles and 
the haemoglobin, the leucocytes tended to increase in 
number and the colour index diminished in four cases, 
and anisocytosis and poikilocytosis disappeared. In fact, 
complete remissions with practically normal blood counts 
were induced in all the patients, and the remissions had 
persisted to the present. The tongue signs also cleared up 
and the patients were able to resume their normal ‘modes 
of life. It was concluded” that the Minot-Murphy diet 
treatment of pernicious anaemia was astonishingly success- 
ful in inducing a remission. 

Dr. A. R. J. Dunean explained that by reason of the 
conditions under which the work was carried on a more 
detailed laboratory study of the cases was not possible. 
The colour indices had been calculated on the classical 
basis, but, owing to the marked sex and age variations 
in both red cell count and haemoglobin content, he doubted 
whether this procedure was altogether advisable. The 
success of the liver diet might possibly be a point against 
the theory that chronic intoxication was the cause of 
pernicious anaemia, since it seemed unlikely that bone 
marrow undergoing continuous slow poisoning would recover 
function so dramatically after the administration of a 
comparatively simple chemical substance. On the other 
hand, the anaemia might be the result of damage caused 
by a previous infection, such as was believed to occur in 
the pancreas in diabetes. In some of the cases of Minot 
and Murphy the actual red corpuscle volume had increased 
more than fourfold under treatment, and had blood-volume 
studies been possible in the present series they would 
presumably have shown a similar result. 

Dr. L. AsranaMson said that he had treated three 
patients by this method. The first, a case of pernicious 
anaemia, was so ill on admission to hospital that he could 
not tolerate liver or any solid food, and the treatment 
had not had a fair trial. The second, a typical case of 
pernicious anaemia, was admitted to hospital with a red 
cell count of 1,310,000 per c.mm., and a haemoglobin 
percentage of 35. After nineteen days of liver feeding 
the red cell count had increased to close on 4 millions 
per c.mm., and the haemoglobin to 60 per cent. Improve- 
ment in the general symptoms was dramatic. The increase 
in reticulocytes described by Minot and Murphy was not 
noted in this case. The third patient treated had severe 
secondary anaemia and showed no improvement on liver 
treatment. Dr. Abrahamson remarked that it would be 
necessary to wait for some years before the results of this 
treatment could be determined. It was encouraging to read 
that patients had been followed for over three years, with- 
out relapse occurring. The liver treatment was an im- 
portant departure in therapeutics generally, and in regard 
to pernicious anaemia it was not only a promising thera- 
peutic method, but was likely to clear up the etiology of 
this hitherto obscire complaint. He thought that the 
success of liver feeding controverted the theory of intes- 
tinal toxaemia. 

‘Dr. V. M. Synae reported the case of a woman, aged 25, 
who for three months prior to admission to hospital had had 
pernicious anaemia symptoms and a typical blood picture. 
She had been unable to take arsenic by the mouth, but 
had had arsenic injections. One weck after liver treatment 
had«been started there was very marked improvement, and 
she left hospital eventually healthy and fit, though a little 








anaemic. - She was now in excellent health, and was takin 
liver and hydrochloric acid daily. In the diagnosis o 
doubtful cases of pernicious anaemia he thought the most 
reliable test was the estimation of bilirubin in the blood. 
Since he had started this he had never found a case of 
pernicious anaemia in which it had not held good. 

Professor Princixe said that perhaps the new knowledge 
of the value of liver feeding in pernicious anaemia would 
later on. throw light on the functions of the spleen in 
relation to blood formation. 

Professor Bicerr asked how much of the liver extract 
referred to by Dr. Moore was obtained from a given weight 
of liver substance. He also asked if liver treatment had 
been tried in such forms of secondary anaemia as bothrio- 
cephalus anaemia. 

Professor J. M. O’Connor said that he could hardly 
regard liver treatment as being successful owing to its 
action on the bone marrow. If the results were due to 
bone marrow stimulation a distinct change in the white 
blood corpuscle count would be expected, the polynuclear 
cells increasing out of proportion to the lymphocytes. 

Dr. A. R. Parsons thought that the real difficulty was 
to treat pernicious anaemia in the relapse. No one could 
yet say that the results of liver treatment were going to 
be permanent, but it was encouraging to note that Minot, 
even in cases of a third attack, had got nearly as good 
results from it as he had in first attacks. 

Dr. R. A. Q. O'Meara stated that the microscopical 
picture of the bone marrow in pernicious anaemia was not 
one of destruction, but of very active regeneration. A 
toxic origin of the disease was suggested by the peculiar 
cases in which pernicious anaemia started with achlorhydria, 
followed by subacute combined degeneration, and later by 
symptoms of anaemia. He agreed with Dr. Synge that the 
van den Bergh reaction gave valuable information as to 
the nature of the anaemia, and he thought it would be 
interesting to see the effect of liver treatment on the 
bilirubin content of the blood. 

Dr. H. Qurntan mentioned the case of a patient of his 
who was not able to take liver at first, but was now able 
to take a certain amount. In cases like this a liver 
extract or powder would be a great improvement. He had 
treated two other patients; one had greatly improved, but 
the other had remained very much the same since the start 
of the treatment. ' 

Dr. E. T. Freeman asked if any alteration at all had 
been noticed in the blood pressure of patients who had 
taken large quantities of liver. 

Dr. Moore, in his reply, said that he believed a blood 
pressure lowering fraction had been isolated from the liver. 
He thought that care should be taken for the present about 
mentioning the word “ gland’ until it was found out 
whether the substance mentioned was a hormone or not. 
It had been stated that the liver was much more effectivo 
given raw than if given cooked. In some cases he had 
found that the blood pressure had risen, but only to a 
slight extent, and not more than would be accounted for by 
the patient’s general improvement. 


Ar a meeting of the Newcastle and Northern Counties 
Medical Society in the Royal Victoria Infirmary, Newcastle, 
on November 3rd, Dr. Srantey Raw in the chair, Dr. 
J. C. Spence read a paper entitled ‘‘ The liver and per- 
nicious anaemia,”’ in which he reported the results of cascs 
treated in the Infirmary by the liver diet of Minot and 
Murphy. 

Dr. Spence first paid tribute to the manner in which 
these American workers had appreached and pursued thcir 
researches, furnishing a good example of the application 
of the scientific method to clinical problems; the rcsult 
would rank as one of the most important discoveries in 
medicine in recent years. Their discovery had a greater 
significance than the mere provision of a cure for per- 
nicious anaemia, for it would probably throw fresh light 
on physiological processes in the liver and in the generation 
of blood cells. Dr. Spence described the resu!ts of empley- 
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ing a liver diet, or an effective liver extract, in twenty 
successive cases of pernicious anaemia which had been 
treated in the Newcastle Infirmary since the beginning of 
the year, and contrasted these with ten control cases in 
which older methods of treatment had been used. These 
results confirmed those of Minot and Murphy. In nineteen 
cases there had: been a prompt and rapid rise of red blood 
eells, with quick improvement of the patient’s general con- 
dition. One patient alone failed to respond, for some 
reason which was not yet clear. In the nineteen successful 
cases the red cells had risen to more than 4} million within 
two months, and in some cases had reached 6 million. The 
tendency to relapse when the adequate amount of liver in 
the diet was not taken continually was mentioned. Dr. 
Spence drew attention to the fact that the response to this 
diet appeared to be quantitative, depending on the amount 
taken, and that harm might result from taking too much 
liver after the stage of cure had been reached. This was 
illustrated by three patients who had eaten a pound of liver 
daily for three months after the blood cells had been 
restored to their normal level. In each of them the red 
_ cells reached 6 million; two of the patients suffered 
from acute gout, and the third developed the more 
serious complication of venous thrombosis with oedema of 
the legs. This suggested that it was necessary to control 
the dosage of the liver by frequent blood counts; in practice 
it was found that when a cure had been established it was 
sufficient in most cases to maintain the patient’s condition 
by giving about eight ounces of liver three times a week. 
The danger of provoking gout would probably be overcome 
when treatment by liver feeding was replaced by the giving 
of an effective liver extract. Following the lines laid down 
by Cohn, an extract had beén prepared in the chemical 
pathology department of the Infirmary which had been used 
with success in three cases; the patients were given daily 
20 to 25 grams of this extract, a reticulocyte crisis had 
been produced, and a rise of red cells with improvement 
of the symptoms followed within seven days. The sudden 
appearance of reticulated red cells in the blood stream 
was one of the most interesting and important signs 
of the restoration of the bone marrow to its normal state 
of function. A clinical sign, which was almost equally 
dramatic, was the rapid abolition of the tongue symptoms. 
These had disappeared in one severe case before any rise 
in blood cells had taken place, and before the height of 
the “ reticulocyte crisis ’’ had been reached; they might be 
the first sign of improvement. Dr. Spence discussed the 
bearing of Minot and Murphy’s work on the pathogenesis 
of pernicious anaemia. It appeared to dispose of the 
prevalent theory that a haemolytic process was concerned ; 
haemolytic streptococci in the gut had probably nothing 
to do with the disease. : 





JAMES MACKENZIE INSTITUTE. 
Superficial Abdominal Pain. 
Ar the James Mackenzie Institute for Clinical Research, 
St. Andrews, on October 18th, Professor JoHn FRAsER 
(Edinburgh) read a paper on superficial pain as an aid in 
the differential diagnosis of abdominal conditions. He 
believed that superficial pain in one or more of its various 
manifestations might offer enormous assistance in the 
elucidation of an otherwise obscure problem, and paid 
a tribute to the lasting value of the work of Sir James 
Mackenzie on this question. Professor Fraser dealt par- 
ticularly with two manifestations of superficial pain— 
hyperalgesia or hyperaesthesia, and referred pain. In each 
instance he interpreted the phenomenon in terms of 
anatomy and physiology, thereafter describing his expe- 
rience of the manifestation of the signs, and concluded by 
attempting to assess their value as a means of diagnosis. 
Hyperaesthesia and hyperalgesia were explained as depend- 
ing upon an irritability of certain spinal areas, the irrita- 
bility having arisen as the result of certain afferent 
abnormal stimuli transmitted from the deranged viscus. 
The reception of a second somatic afferent impulse from 
the superfices corresponding to the excited spinal segments 
was apt to be magnified or altered so as to be represented 





to the sensorium as a hyperalgesia or a hyperaesthesia, 
Professor Fraser found the most striking manifestation 
of the sign in connexion with appendicitis and infection 
of the gall bladder. In appendicitis it was positive in 
58 per cent. of cases. When present the distribution wag 
remarkably constant along the area described as Sherrin’s 
triangle, the distribution of the tenth and eleventh dorsal 
nerves, A great variety of factors might explain the 
incidence of the sign, and evidence was adduced to show 
that the responsible stimulus arose early in the patho- 
logical sequence, and that it might be due to the stimulus 
of the mucous surface of the organ affected. For example 
some of the most distinctive records arose in connexion with 
threadworms and concretions in the appendix. Where the 
gall bladder was concerned the sign was more likely te 
be associated with small mobile stones than with a single 
large fixed stone. A variety of different diseases were con 
sidered in respect of the sign and the results described. 
Referred pain was dealt with on a similar plan. The 
commonly accepted explanation of the sign was the pro 
jection to the surface by a disturbed sensorium of stimuli 
originally recorded as afferent impulses from a disturbed 
viscus. It was recorded that the evidence of the sign 
was more constant than thateof hyperalgesia and hyper. 
aesthesia, but great significance was attached to the diff. 
culty of distinguishing true referred pain. This question 
was discussed in relation to the various manifestations met 
with in appendicitis, and the significance in this connexion 
of epigastric pain. Various lesions were dealt with in 
detail, and an interesting record was noted in respect of 
the reference of pain in relation to gall-bladder and 
common duct affections. The paper concluded with a 
short reference to the problem of local tenderness and the 
interpretation of muscular rigidity as a manifestation of 
underlying visceral disease. 


Symptomatology in Dyspepsia. 

On October 25th Dr. R. O. Apamson (Glasgow) read 
a paper on some aspects of symptomatology in dyspepsia 
as met with in general practice. He referred first to the 
important place of the stomach in the alimentary tract 
and its governance by the autonomic nervous system im 
order to explain the wide appeal of disturbed gastrie 
function. The subjective symptoms and the objective signs 
of dyspepsia were detailed, and all cases of dyspepsia and 
its symptoms were allocated to a place in a classification 
including disorders of the alimentary tract, wheiher of 
the stomach or some ex-gastric part of the tract, and 
disorders of the body outside the alimentary tract but still 
disturbing the gastric function. Some anatomical, physio- 
logical, and chemical details were considered in the light 
of their bearing on symptoms and function, on viscero 
ptosis, sthenic and asthenic dyspepsias; and on the relation 
of the stomach and symptoms to adjacent organs, such as 
the gall bladder and pancreas. The importance of the 
psychic factor in many cases of dyspepsia in practice was 
alluded to, also of the influence of that factor on gastrie 
secretion and motility, with reference to the uses and 
limitations of gastric analysis. Focal symptoms were con- 
sidered in more detail, especially the significance of dis- 
comfort and pain in relation to ingestion and various dis- 
orders and diseases of the stomach. Reflex symptoms 
masquerading as gastric dyspepsia were referred to, and 
also the simulation of dyspepsia in the early symptoms; 
of disease in organs remote from the alimentary tracts 
Dr. Adamson next cited cases exemplifying some features 
of nausea and vomiting, acid eructations and pyrosis, and} 
considered flatulence in relation to aerophagy and variousj 
other disturbances. Remote symptoms he dealt with a 
a whole and as an expression of autonomic nervowh 
disturbance or toxaemia, and he stressed the need fora 
exhaustive inquiry into cases with various groups of remote 
symptoms. In conclusion, he discussed the makings of thei 
dyspeptic at different ages, and dwelt on the necessity fors 
tho general practitioner to be familiar with the whol: 
life-line of the patient, so as to regard dyspepsia not ag 
a thing in itself, but as a manifestation of disturbance mm 
a complex organization. 
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Rebielus. 


CIVILIZING THE UNCIVILIZED. 

Mr. Prrr-Rrvers’s book on The Clash of Culture and the 
Contact of Races’ deals with some of the urgent problems 
which face the administrators of our dependencies in the 
government of natge races, for whose welfare we are 
responsible in various parts of the world. He has studied 
at first hand the primitive communities in New Guinea, in 
the islands north of New Guinea, and in the Society 
Islands, in order to find out why these communities exhibit 
a tendency to depopulation and extinction. It was to be 
supposed that by conferring the blessings of Western 
civilization on these peoples, their social elevation would 
be a conspicuous resuit; this, however, has by no means 
been the case. Certain races, it is true, have assimilated 
Western ideas with such advantage to themselves that their 
benefactors are not without apprehension as to the ultimate 
result; this is so with the negro population of the United 
States. But as & rule contact with Western civilization 
has been followed by race degeneration. Thus in the islands 
of Melanesia and Polynesia and other parts of the Pacific 
a great number of the populations are, as the author shows, 
declining, and in many cases have declined to the point 
of extinction. This fact has been a frequent subject of 
oficial and unofficial inquiries during the past fifty years. 
In Tasmania the problem has ceased to exist, and is of 
small importance in Australia, for the simple reason that 
the Tasmanians have already died out and the aboriginal 
Australians are rapidly following the road to extinction. 
In the sweltering and fever-stricken islands of Melanesia 
and Polynesia, where native labour is indispensable, we are 
apparently fast exterminating the races which it is our 
best interest to preserve. 

Many reasons have been given in explanation of the 
decadence of these populations; some refer to the effects of 
European interference—namely, change of habitat, the 
concentration of dwellings, European clothing, European 
food, the recruiting system and the segregation of the sexes 
on plantations, the abolition of the communal system and 
the authority of the chiefs, alcehol, introduced diseases, 
obstacles to marriage, the abolition of native warfare and 
head hunting, the increase of infant mortality under the 
new conditions, and the abolition of polygamy. Others, 
on the other hand, hold that the decadence is inherent in 
the native life and manners; Sir Hubert Murray, for 
example, has expressed the opinion with regard to certain 
Papuan tribes that ‘ it is difficult to imagine that people 
with such habits as they exhibit should ever increase; the 
only cause for surprise is that they should ever have come 
into existence at all.”’ 

Mr. Pitt-Rivers has submitted these reasons to searching 
eriticism and has come to the conclusion that deeadence is 
due less to any specific cause, such as alcohol, than to the 
disruption of the native civilization that has followed the 
introduction of Western ideas. With their cherished tradi- 
tions and ideals, such as they are, shattered, it is no matter 
for wonder that they are unable forthwith to bridge the 
gulf which separates them from our modern civilization, 
which even to ourselves has its unattractive features in 
its wars ard revolutions, its strikes and the drab conditions 
of the industrial regime; the natives must experience the 
discomforts of an entire misfit. By the destruction of their 
interest in life they become maladapted, a circumstance 
which throughout organic life is found to lead eventually to 
extinction. This fact was recognized by Stevenson, who 
was acquainted with conditions in the Pacific; he noticed 
that ‘‘ where there have been fewest changes, important or 
wimportant, salutary or hurtful, there the race survives. 
Where there have been most, important or unimportant, 
salutary or hurtful, there it perishes.’”’ It is true that 
some races may perhaps possess no potential adaptability, 
and in such cases it is not difficult to see what the effect 
of'a disruption of the native civilization must be; with 
the authority of their traditions gone, the purely animal 





*The Clash of Culture and the Contact of Races. By George Henry 
Lane-Fox Pitt-Rivers, B.Sc.Oxon, London: G. Routledge and Sons, Ltd. 
1927, (Med. 8vo, pp. xiv + 312; 1 plate. 18s. net.) 





instincts would have the ascendaney. But even where a 
race has a high degree of potential civilization the tendency 
would be in the same direction if the disruption of the old 
tradition were not accompanied pari passu with an assimi- 
lation of the new. A middle course would seem to be the 
right way—retention and transformation of the old, rather 
than its abolition. Some of our more enthusiastic pioneers 
in their civilizing propaganda among the natives would do 
well to take to heart the following advice of Gregory the 
Great, who, writing (4.p. 601) to the Abbot Mellitus, said: 


“When therefore Almighty God shall bring you to the most 
reverend Bishop Augustine, our brother, tell him what I have, 
upon mature deliberation on the affair of the English, determined 
upon, viz., that . .. because they have been used to slaughter 
many oxen in the sacrifices to devils, some solemnity must be 
exchanged for them on that account, as that on the day of the 
dedication, or of the nativities of the holy martyrs ... they may 
build themselves huts and celebrate the solemnity with religious 
feasting, and no more offer beasts to the devii, but kill cattle 
to the praise of God in their eating. For there is no doubt that 
it is impossible to efface everything at once from their obdurate 
minds ; use he who endeavours to ascend to the highest place, 
rises by degrees or steps, and not by leaps.” 


Gregory’s wisdom was justified in the result. 





DIAGNOSIS BY SIMPLE CLINICAL 
EXAMINATION. 

Féurx Lesars’s book on clinical examination and diagnosis? 
was first published in 1923, but although the edition was 
exhausted within a few months four years have been 
allowed to elapse before the issue of a second. The author 
has re-examined the whole work in order to make good any 
discoverable omissions, and has added 187 new figures. The 
new volume contains over 900 pages (not too many for 
the matter in hand), and 1,094 illustrations, most of them 
photographs from life, and may unhesitatingly be pro- 
nounced one of the best books of its kind in existence. It 
was written expressly for practitioners; this does not mean 
that it is not equally useful for students, but merely that 
the author visualizes not only abstract clinical facts and 
deductions, but has in mind also the practitioner at work 
and the patient under examination. All through the im- 
pression is received that Lejars in practice is himself being 
depicted, and that the book is, in fact, a summary of his 
own long experience. In dealing with the subject he holds 
that, in the presence of a regional affection, two main 
questions arise: What should be thought of? and How is 
the region to be explored? These two questions mark out 
the ground plan of the book; a region is named, the lesion 
which should be thought of first is mentioned, and the 
steps of the exploration required to establish a diagnosis 
are then described; on the supposition that this lesion is 
eliminated from the diagnosis a second lesion is named, 
and the appropriate exploration described, and on so with 
all the other lesions that may affect the region. Great 
stress is laid on clinical exploration by eye and hand, 
which, the author states, should precede all others. At the 
present day numerous special methods have been intro- 
duced—physical, chemical, and bacterial—but although 
they are important they have in no degree diminished the 
value and the necessity of learning the traditional method, 
and the latter should in every case be resorted to in the 
first instance. [t is still essential for the practitioner 
to have an expert knowledge of and skill in conducting 
exploration by sight, palpation, and percussion, and if this 
traditional method is conducted in orderly fashion and 
according to its own proper technique it yields invaluable 
information. It is to this traditional exploration that the 
author devotes his book, illustrating it with an abundance 
of figures which show the technique in actual application 
on patients suffering from the diseases under discussion, 
The latter fact renders the descriptions particularly vivid, 
and confers on them in some measure the character of 
actual clinical demonstrations. 

There is, however, no attempt to belittle 2 rays and 
other modern methods of exploration, and where these are 
of primary importance, as in supracondylar fractures of 
the femur, the fact is clearly stated; but the main object 








tion Clinique et Diagnostic Chirurgical. Par Félix Lejars, 
Devvitme edition, entitrement refondue. Paris: Masson et Cie. 1eo7" 
(Roy. 8vo, Pp. xii + 911; 1,094 figures. 100fr. sans majoration.) 
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bf the book appears to be to inculcate the necessity of 

ssing an expert equipment in the time-honoured 
methods of examination, and these are expounded in a 
masterly. manner which renders the work one of high value. 





DISEASES OF THE HAEMOPOIETIC SYSTEM. 
Tue ninth instalment of the Nouveau Traité de Médecine,® 
edited by G. H. Roger, F. Wrpat, and P. J. Trissier, is 
devoted to diseases of the blood and haemopoietic organs, 
and is written by nine contributors and admirably illus- 
trated. M. Charles Aubertin, who supplies some of the 
most important articles, begins the volume with an account 
of the anaemias; in the article on chlorosis, written in 
collaboration with M. Mouquin, attention is drawn to the 
widespread declension of this once common malady, but the 
suggestion is thrown out that this may be in part due to 
more systematic blood examinations and a correspondingly 
more accurate diagnosis of secondary anaemias. A special 
chapter is devoted to the chloro-anaemia (oligosideraemia) 
of young infants, which is identical with ordinary chlorosis 
and also is cured by iron. Pernicious anaemia is regarded 
as not absolutely commoner, but only more often diagnosed 
than in the past, and under this heading are included two 
special forms described in America—sickle-celled and phago- 
cytic anaemias. After a separate description of aplastio 
anaemia there follows a full account of the grave symptom- 
atic anaemias, the technique of transfusion being illustrated 
by a number of figures. Other forms of treatment of the 
grave anaemias are, of course, mentioned, but presumably 
the volume was in print before the effect of feeding with 
liver in pernicious anaemia became well known. The study 
of diseases connected with changes in the red blood cor- 
puscles is completed by MM. Aubertin and Mouquin’s article 
on polycythaemia and Vaquez’s disease or erythraemia. 

The blood conditions characterized by changes in the 
white cells and most of the diseases of the lymphatic glands 
occupy 240 pages, and are well described by M. A. Clerc. 
Under the heading of lymphadénie or lymphadenomatose 
there are included a number of conditions, such as 
Hodgkin’s disease (entitled lymphogranulomatose maligne), 
mycosis fungoides, lymphosarcomatosis, and a number of 
glandular enlargements of undetermined origin without 
leukaemic blood. M. Emile Weil divides haemophilia into 
the familial and the acquired forms, and in discussing the 
differential diagnosis refers to Osler’s disease, meaning 
thereby not erythraemia (Vaquez-Osler’s disease), but 
hereditary telangiectases, and thus supplies an eponym to 
be welcomed and adopted. The same authority writes. on 
the pathology of the bone marrow and of the lymphatic 
glands, and, together with MM. Le Sourd and Pagniez, on 
purpura. 

The last, and perhaps the best, section of this fine book 
of reference is on the diseases of the spleen, by MM. C. 
Aubertin and Léon Kindberg. Among the primary tumours 
of this organ splenoma, a term not familiar to British ears, 
is described as the commonest, and composed of giant and 
multinuclear cells derived from the macrophages of the 
spleen. There are good accounts of chronic splenic.anaemia, 
which is rightly distinguished from Banti’s disease or the 
complication of hepatic cirrhosis and of Gaucher’s spleno- 
megaly. Altogether this volume well maintains the reputa- 
tion of this well known system of medicine. 





WORD-BLINDNESS AND MIRROR-WRITING. 
Tur special disability in reading shown by some children 
and known as ‘ word-blindness,”” and the phenomenon of 
‘* mirror-writing ’? shown by other children, are well known 
and interesting oddities. More attention has probably 
been given to the cases of word-blindness owing to the 
interest they afford to the ophthalmic surgeon, who 
geverally discovers them, for at the outset the difficulty 
of the child is commonly thought to be due to inability to 
sco. Further, the condition of these cases was so adiir- 
ably worked out by the late Dr. J. Hinselwood of Glasgow 
in his several papers and his book on the subject. Up till 





3 Noureau Traité de Médecine. Publié sous la direction d 
Roger, Fernand Widal, P. J. Teissier. Fase, IX, pr thf ay = 
des organes are 1 Paris: Masson et Cie. 1927. (64 x 10 
ep. viii + 802; 8 plates, 184 figures. 80 fr. sans majoraticn.) 4 





now the two conditions of word-blindness- and mirror. 
writing have not been thought to be related. Now the 
psychologists have taken a hand in investigating them, 
and they suggest that there is a.connexion. A monograph 
has been issued in the series Harvard Monographs in 
Education, entitled Special Disabilities in Learning to 
Read and Write. There is a most detailed investigation 
of a case of word-blindness by Miss E. E. Lorp, some 
account of mirror-writing by Mr. L. CarmicnakL, and the 
two pieces of work are correlated by Dr. Watter F, 
DEARBORN. 


The two conditions are held to have certain features in . 


common, a consideration of which may be reciprocally 
illuminating for the understanding of each condition, 
Word-blindness has until recent years remained the con- 
cern chiefly of the neurologist and ophthalmologist, and 
has usually been regarded by them as either a congenital 
defect or an acquired and pathological condition due to 
some lesion in certain arcas of the brain. Mirror-writing 
has, on the ot.er hand, usually been looked upon as one 
of the possible consequences of a mere biological variation 
—namely, of extreme left-handedness. -Although it has 
been more commonly observed in the subnormal, it has not 
itself been regarded as congenital (although left-handednesg 
has been so considered) or distinctly pathological. The 
educational psychologists who have more recently interested 
themselves in these conditions have come to hold much 
the same point of view in regard to extreme reading 
disability or word-blindness as has been generally held 
in regard to mirror-writing. They have argued that 
disability or inability in reading forms simply “the 
fag end of the normal distribution’’ of the abilities 
in question, have questioned the existence of congenital 
factors, and have considered ‘‘ the possibility that 
inhibiting habits, however acquired, may be at the 
bottom of the inability.” Cyril Burt has described 
such a situation: ‘‘ Backwardness specifically in reading 
is often due to illness or absence between the ages of 
6 and 8. It is during this period that the ordinary child 
is taught to read. If he fails to learn to do so then, he is 
still, on the grounds of age, transferred at the usual time 
from the infants’ department. Once in the senior school 
he meets with nobody who feels it his business, or perhaps 
with nobody who feels himself able, to teach a child the 
rudiments of reading, and so he lingers on, and a few years 
later appears, in a very literal sense, word-blind.’’ Usually, 
however, specific intellectual shortcomings may be dis- 
covered which, even under changed conditions and the most 
capable instruction, limit the individual’s learning. 

To connect word-blindness and mirror-writing seems at 
first glance to be a wide stretch. But there are inter 
vening cases. There is the “‘ tail-ender”’ reader, the left 
handed subject who appears to be also left-eyed, as it weréj 
who tries to read from the right instead of from the lefty 
and who reads “‘ saw ”’ as “‘ was.’’ There are also reported 
a greater incidence of speech defects amongst the left- 
handed, which points to further complication in their learn- 
ing to read. 

he subject is dealt with in a most interesting fashion 
in the paper included in this monograph from Harvard. 





A CRITIC OF HOSPITAL GOVERNANCE. 
Dr. M. B. Suresry of Birmingham is possessed of an 
intense antagonism to present methods of hospital manage 
ment, and he has delivered his soul in a pamphlet which ig 
entitled The Present System in Hospitals Generally, with 
Special Reference to the Hospitals of Birmingham, and ! 
Review of the Medical Profession Pertaining to Hospital 
and Other Sidelights.’ The title is lengthy, and would 
cover a vast deal of matter. But from his pages it would 
appear that his real aim is an attack upon hospital goverf; 
ance by laymen. ‘“‘ Hospital committees . . . they seem @ 
be retired business gentlemen . . . pomped up by theif, 
«Harvard Monographs in Education. Special Disabilities in Learnin 

to Read and Write. By Elizabeth E. Lord, Leonard Carmichael, 
Walter F. Dearborn. Studies in Educational Psychology and Education 
Measurement, Series I, Vol. II, No. I. Edited by Walter F. Dearborn. 
Cambridge, Mass.: Harvard University Press; London: Milford, Oxforé 


University Press. (Sup. roy. 8vo, pp. 76. 4s. 6d. net. 
5 The Present ‘aastens in Hospitale Generally. By \ichael B. Shi f 


M.B., B.Ch. Leicester: The Blackfriars Press, 1927. (Cr. 8vo, pp. 
1s, 3d.> 
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own exalted opinions of themselves . . . puffing, pompous, 
exalted, transcendent, almighty hospital governors, so much 
do they take it upon themselves to ponderously overshadow 
the real work done in hospitals by one body alone, viz., 
doctors, whilst not forgetting those who assist the medical 
profession, i.e., nurses.’”’’ He is equally caustic in his 
comments upon the guardians of the poor who administer 
the great infirmaries. The author has a free flow of words 
and a rich vocabulary of descriptive adjectives, but we 
think he has so far overdone his argument as to cause a 
smile where he would desire to invoke agreement. His 
obsession of ecclesiastical intrigue amounts almost to the 
level of the spy mania shown in certain quarters in the near 
past. He writes of the hospitals of Birmingham, and we 
have some knowledge of the members of hospital -boards of 
that city, and know them to be sane, sensible men and 
women who give lavishly of their time and substance to the 
hospitals. The writer of this note has served upon no fewer 
than six voluntary hospitals in London and the country, 
and in some in such a capacity as brought him into inti- 
mate relations with his board. During a period of thirty 
years he has found nothing of the monstrous domination 
alleged by Dr. Shipsey, who argues that the management 
of the hospitals should be in the hands of the doctors. 
Most hospitals have medical committees, and through these 
the staff exert an effective influence. It might be a ques- 
tionable advantage for the staff to have to deal with 
“serving of tables’; if they did, how would their proper 
work fare? We commend to Dr. Shipsey the study of the 
quaint old story of Jotham: ‘‘ The trees went forth to 
appoint a king over them: and they said unto the olive 
tree, Reign thou over us. But the olive tree said unto 
them, Should I leave my fatness, wherewith by me they 
honour God and man, and go to be promoted over the 
trees? ’’? And for like reasons the vine and fig tree refused 
the high offer; only the bramble’ was willing to take on 
the job. 





SKIN DISEASES. 

Tue third edition of Dr. ORMsBy’s well known textbook on 
Diseases of the Skin® reminds us again that the growth of 
textbooks resembles in many ways the growth of certain 
classes of insects; not only is there a general increase of 
dimensions but, besides, an incomplete metamorphosis is 
brought about by the suppression of some features and the 
development of others as successive editions make their 
appearance. Textbooks, however, unlike insects, never 
reach finality—the latest edition is never the perfect 
imago. If perfection be unattainable, Dr. Ormsby has 
at least produced a work which is as complete as it is 
possible to make it, and as up to date as a determined 
pursuit of the latest dermatological publications can 
achieve. Our only criticism of the exhaustive references 
he has provided is that he might perhaps have been a little 
more discriminating in his choice of observers to quote. 
One omission is rather surprising: there is no mention of 
the recent work on treatment of ringworm of the scalp by 
thallium acetate. This work we owe chiefly to Buschke, 
and it is a step of great importance. Otherwise we have 
nothing but praise for Dr. Ormsby’s magnum opus, which 
should be in the hands of all interested in dermatology. 
It is clearly written and well illustrated. There are only 
three coloured plates, but there are many well reproduced 
photographs which bring out excellently the points to be 
emphasized. 


The Outlines of Common Skin Diseases,’ by Dr. T. C. 
Gncnrist of Baltimore, is intended to form an extremely 
short cut to diagnosis of the cutaneous disorders more 
frequently met with, and we can easily imagine that it 
May prove useful to practitioners whose knowledge of 
dermatology is not profound, and who are so placed that 
they find it difficult to obtain help in the problems of 
practice. The section on the regional distribution of the 
Common diseases should be particularly helpful. One item 





A Practical Treatise on Diseases of the Skin. By Oliver S. Ormsby, 
M.D. Third edition, Soomay revised. Philadelphia; Lea and Febiger. 
1927. (Med, 8vo, pp. xv + 1262; 520 figures, 3 plates. ‘11 doilars.) 

Outlines of Common Skin Diseases. By T. 


yt Bailliére, Tindall and Cox. 1927. (44 x 8, pp. 54; 60 figures. 
. et. 


Caspar Gilchrist, M.D. \ 


in that list, however, we must take exception to—that is, 
the mention of psoriasis as first among scaly lesions found 
on the face. Although it is true that in severe cases 
psoriasis may occur there, this is so rare that its presence 
is noteworthy, and it is never seen on the face in the 
absence of lesions on other parts. Other sections include 
hints on diet and cancer, a few notes on treatment, and 
some dermatological aphorisms. There are a number of 
illustrations, which, although extremely small, are clear. 
The author is careful to point out that he does not intend 
this pamphlet to take the place of a texthook; it certainly 
could not. 





NOTES ON BOOKS. 

No profession, we imagine, is recruited more largely than 
medicine from the Rugby football field, and the game certainly 
owes much to the generations of medical students who have 
thrown themselves into it for the glory of their schools. Guy’s 
is indeed the oldest club now playing, and the Rugby Cup Tie 
is still the great sporting event of the hospital year. There are 
still among us veterans of early international matches in 
the seventies—J. A. Macdonald, E. B. Turner, and his brother 
G. R.—and leading figures of later decades, such as Andrew 
Balfour, J. R. C. Greenlees, C. T. Scott, E. T. Morgan, and 
Louis Greig ; while in recent years L. G. Brown, W. D. Doherty, 
R. Cove-Smith, and D. J. MacMyn have helped to build up the 
forward game of to-day.* These names and many others are 
honoured throughout the medical schools of England, Scotland, 
Ireland, and Wales, and their mere recital should be excuse 
enough for mentioning the appearance of a new book, Rugger,* 
by W. W. WakeEriELD (the English captain) and H. P. 
MarsHALL, which every lover of the game will want to read. 
The first part consists of Wakefield’s own reminiscences; the 
second is a full-length treatise on the theory and practice of 
modern Rugby football; and the third is a compilation of club 
histories and international records, etc., for statistically minded 
devotees. The whole thing is very well done and elaborately 
illustrated, and those who disagree with some of the authors’ 
many precepts will like it none the worse for that. Every page 
breathes the true spirit of the game. 


As part of the campaign it is carrying out to educate the 
public in the need for proper care of their teeth the Dental 
Board of the United Kingdom has lately issued a small book 
entitled Hygiene of the Mouth and Teeth.* This has been 
prepared primarily for the use of teachers, and the Board 
proposes to make a wide distribution of copies to public 
elementary and secondary schools in the British Isles. The 
contents are Written in simple language, logically arranged, 
and well illustrated. An informal introduction is contributed 
by Sir Francis Dyke Acland, chairman of the Dental Board ; in 
it he acknowledges the help given in the compilation of the 
volume by Dr. H. C. T. Langdon, medical officer of the Board 
of Education, and a member of the Executive Committee of the 
Board’s Dental Health Education Committee. 


8 Rugger. By W. W. Wakefield and H. P. Marshall. With forewords 
by James Baxter and Vice-Admiral P. M. R. Royds, C.B., C.M.G. London : 
Longmans, Green and Co., Ltd. 1927. (Demy 8vo, pp. xi + 491; 89 figures. 
15s. net.) : 

9 Published by the Dental Board, 44, Hallam Street, London, W.1. 
Price 1s. 6d. post free. 











PREPARATIONS AND APPLIANCES. 


MopIFICATION OF THE THOMSON-WALKER RETRACTOR. 
Mr. Joun S. Levis, M.C., assistant surgeon, Royal United 


Hospital, Bath, has 
devised a new blade 
for use with the 


Thomson-Walker _pat- 
tern of bladder re- 
tractor. It is made 
of soft metal, which 
can be moulded to fit 
a: ) the vesical wall and 

prevent it from pucker- 

ing in front of the 
prostatic pouch. The instrument is made by Messrs. Maw and 
Sons, Ltd., 7, Aldersgate Street, E.C.1. 
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An ImpROVED RinG PEssary. 

Messrs. Allen and Hanburys Ltd., 48, Wigmore Street, London, 
have manufactured a new form of combination ring pessary. 
It is fitted with springs, like the .ordinary watch-spring pessary, 
and is padded with moulded sponge rubber, with an outer covering 
of smooth sheet rubber. The advantages claimed for the ‘‘ Wigmore 
Sorbo Patent Spring Pessary”’ are that it is more comfortable 
than the unpadded watch-spring geen and more resistant 
than the unstrengthened sponge-rubber appliance, 
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WOOLWICH WAR MEMORIAL HOSPITAL. 


OPENING BY THE DUKE oF YorE. 

H.R.H. tHe Duxe or York, accompanied by the Duchess, 
visited Woolwich on November 2nd to open the general 
hospital which that borough has erected in memory of its 
more than six thousand citizens who lost their lives in the 
great war. The building stands in thirteen acres of ground 
on the highest point of Shooter’s Hill, more than 400 feet 
above sea-level. It is nearly opposite the famous Bull 
Ynn, where Dick Turpin is reputed to have put the land- 
lady on the fire, and hereabouts must be the spot where 
Don Juan mused on the morality or otherwise of the great 
city which he saw below him to the north and west. 

The hospital is being built in three sections, of which only 
the first has been completed. This section accommodates 
110 beds, including a maternity ward with six beds and 
two isolation beds, together with a sunlight and electro- 
therapeutic department. The second section will comprise, 
in addition to two more ward blocks, a paying patients’ 
pavilion, a nurses’ home, a laundry, and a pathological 
department, and the third section two more ward blocks, 
bringing up the total number of beds to 344. The adminis- 
tration block for the whole hospital, with a noble archi- 
tectural frontage, has also been completed. 

The greater part , 





cempletion of this, the first general hospital to be erected 
in the county of London since the war, and had given 
liberal support. It was hoped soon to announce that the 
entire cost of the building and equipment so far as it has 
at present gone—approximately £210,000, including the 
cost of purchase of land and of erecting the administration 
block—had been raised. Just over £200,000 of this amount 
is in hand, as well as £21,300 as an endowment fund to 
assist in future maintenance. Mr. Kemp expressed the 
hope that the hospital would be regarded as the first link 
in a chain of such institutions on the outer fringe of the 
county of London, thus relieving the pressure on the older 
hospitals in the inner metropolitan area. 

The Duxke or York, in opening the building, said that no 
more fitting monument could be erected to the gallant men 
and women of the arsenal town who laid down their lives in 
the war. He was glad to learn of the keen interest taken 
by the garrison itself in this work, also of the help given by 
the women and children of Woolwich. He praised a scheme 
of weekly collections on the hospital’s behalf, and added that 
he would be pleased to learn that some of the great City 
companies, always so generous in their allocations, were 
supporting a hospital taking patients who would otherwise go 
to increase the strain upon the older London institutions, 

After a short service of dedication by the Bishop of 
Woolwich, the Duchess 
of York received gifts, 





of the population of 
Woolwich appeared to 
participate in the 
opening proceedings. 
Probably never before 
has a hospital been 
opened within the 
sight and hearing of 
so vast a multitude. 
The ceremony took 
place in the open air 
on a very high dais, 
and the usual devices 
of microphone and 
loud speakers made 
the speeches audible 
at a great distance. 
Opportunity was 
taken for some mili- 
tary display, and a 
guard of honour from 
the Royal Artillery Depot was mounted in front of the 
hospital, with which was a contingent of men and women 
representing the British Legion, the Old Contemptibles’ Asso- 
eiation, and the British Red Cross and the Order of St. John 
of Jerusalem. Their Royal Highnesses were received by the 
Mayor of Woolwich (Councillor Barefoot), the chairman of the 
Hospital Fund (Mr. E. H. Kemp), the secretary superinten- 
dent (Mr. Edwin Radford, J.P.), and others, and among those 
presented were Lord Dawson of Penn, who is consulting 
physician to the new hospital, Sir Berkeley Moynihan, Bt., 
who is consulting surgeon, Mr. Cecil Rowntree, honorary 
surgeon and chairman of the medical committee, Dr. 
C. F. T. East, honorary physician, and Dr. W. Cowie, 
representing the medical practitioners of the district. 

The first act of the royal visitors was to unveil a Book of 
Remembrance in which the more than six thousand names 
of the fallen are inscribed. One page of this volume is to be 
turned every day, following a custom practised at Canter- 
bury Cathedral and perhaps elsewhere, and the book has 
been placed in a specially built hall, panelled with coloured 
marbles, very simple and beautiful in character, and to be 
perpetually lighted. Of those whose names are recorded over 
five thousand fell in army service, and some hundreds more 
in the navy, but the names of one hundred are included 
who were killed in the process of manufacture of guns and 
explosives at the Royal Ordnance Factory, and fourteen 
who lost their lives in air raids. 

After the party had taken their positions on the dais, 
the chairman, Mr. E. H. Kemp, read an address in which 
he referred gratefully to the generous local response which 
had been made, despite industrial distress, to the appeal 
on behalf of the hospital. The Council of King Edward’s 
Hospital Fund for London had encouraged and urged the 
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including several of 
£1,000 each to name 
a bed. One gift of 
£500, towards the cost 
of the -v-ray and 
electro - therapeutic 
department, was pre- 
sented by Dr. John 
Clarke, on behalf of 
the medical practi- 
tioners of the Wool- 
wich district. Another 
was a gift of £2,500, 
being a refund of the 
purchase money of 
half the grounds in 
which the hospital is 
situated, presented, 
memory of his 

parents, by Major 
C. E. S. Phillips, a past-president of the Réntgen Society 
and well known for his contributions to a-ray physics. 
Dr. W. Cowie of Woolwich gave £50 for the purchase 
of teak wood chairs for the centre court; one of the local 
county secondary schools contributed £144 for apparatus 
for light treatment, and several elementary schools dona; 
tions of £25 each for the equipment of cots in the children’s, 
ward. A further gift was a wireless installation, with 
headphones for each bed, and eight loud speakers, by the 
‘** Daily News Wireless for Hospitals’? Fund. 

A short description of the hospital appeared in the 
JouRNAL of May 14th (p. 892), but reference may again be 
made to the spaciousness which is the first impression on 
the mind of the visitor. The cubic space allotted to each 
bed multiplies several times the minimum required by the 
Ministry of Health. Another feature is that all the area 
courts are laid out as Dutch gardens, and in this first 
section there are eight sun balconies, in addition to three 
lawns, making the hospital virtually a convalescent home. 
The hospital includes every modern device of heating and 
sanitary engineering. There is a red-tiled water tank on. 
the roof of each ward, with a capacity of 8,250 gallons.’ 
Two Lancashire boilers have been installed to supply hot 
water and steam to all parts of the hospital, three calorifiers 
to accelerate hot water and steam supplies to parts remote 
from the power house, an economizer plant for partially, 
heating the cold water supply to the boilers by means of, 
waste steam, and a soot-blowing and flue-cleaning plant. | 

The population to be served by the hospital is approx 
mately 300,000, but before the whole of the hospital » 
functioning that number may be very largely excceded, 
owing to the new housing schemes which are developing’ 
in this locality. 





[| Wessrs. Sems and Co., London. 
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BRITISH MIDWIFERY IN THE XVIITra AND 
XVIlIita CENTURIES. 


ProBaBLy few are aware of the fine chapter of British 
scientific progress and discovery, in the obstetric 
branch of medicine, that is covered by the seventeenth 
and eighteenth centuries. It is one in which British 
medical men, whether obstetricians or not, cannot 
fail to be interested, and in which it is legitimate to 
feel some patriotic pride. That so little should be 
generally known is readily explained by the lack of 
a connected history of the period, such as is necessary 
in order to grasp the significance of the movement. 
The deficiency has now happily been removed by Dr. 
Herbert Spencer’s FitzPatrick Lectures, which are 
evidently the outcome of many years of historical 
research; they are to be published shortly in a volume 
which will without doubt take a permanent place as 
a standard contribution to the history of medicine. 
Meanwhile a brief account of the result of his 
labours is published elsewhere in this issue (p. 853). 
Full justice could only be done to the subject by such 
a review of the movement from beginning to end as is 
related, with freedom from partiality and with careful 
regard to accuracy as to the facts, in the lectures. We 
may, however, here direct attention to one or two points 
which will serve to justify the inference which a perusal 
of the work compels—that our countrymen were the 
pioneers in the growth of obstetrical knowledge. At 
the commencement of the period it cannot be said 
that there existed any real knowledge of the mechan- 
ism of labour—the foundation of obstetrics. Normal 
deliveries were then undertaken, not by practitioners, 
but by women who were generally ignorant, actuated 
by trade considerations, and devoid of all traces of the 
scientific spirit; and male practitioners, who were con- 
sulted in the event of complications, can have had 
little or no experience of normal labour at all. For 
knowledge of the anatomy of the parts concerned in 
Normal labour and of its mechanism we are indebted 
to the researches of Harvey, William Hunter, Ould, 
and Smellie. As regards the mechanism of labour 
more particularly, it was Ould who first studied the 
subject in its true light as a problem in mechanics; 
while the splendid work of Smellie carried the research 
to completion, added to it the investigation of 
abnormal labour, and gave to the world a conception 
of the process of labour which is recognized as the 
foundation of present knowledge. Again, the means 
of effecting artificial delivery were, at the beginning of 
the period, extremely limited. The obstetrical prac- 
tice of the time in its more favourable aspect. is 
probably summed up with fair accuracy by Harvey 
when he recommends extreme forbearance and reliance 
on Nature in the conduct of normal labour, and the 
adoption of podalic version in cases where any ‘‘ handi- 
work in the business ’’ is required. To this should be 
added, in the hands of less conservative obstetricians, 
certain measures mostly of a destructive kind. 

The whole outlook of obstetrical practice was trans- 
formed by the invention of the forceps by Peter 
Chamberlen—one of the most beneficent in the whole 
history of medicine. Here again the invention was 








followed up and brought to perfection in this country. 
Chapman dispensed with the pin, having found that 
the blades locked firmly without it; Smellie invented 
the short form and (contemporaneously with Pugh, 
and Levret in France) added the pelvic curve, and 
finally, by the invention of the leck, produced. 
what is essentially the form of instrument in 
use .at the present time. Again, in the manage- 
ment of the lying-in room the old English obste- 
tricians set on foot a series of reforms which 
quite obviously headed directly towards the aseptic 
and antiseptic treatment, and although eclipsed by 
the subsequent work of Pasteur and Lister, theirs 
deserves to be remembered. The midwives, who con- 
trolled the lying-in room to the exclusion of male prac- 
titioners, though not universally lacking in intelligence, 
were under the influence of a bad tradition. Notions 
of cleanliness were crude in those days; fresh air was 
diligently excluded from the patient and the over- 
heated lying-in room by means of curtains and 
draperies, and the patient was plentifully doped with 
alcoholic caudles. On the supersession at the bed- 
side of the midwives by the male practitioners 
these conditions underwent an immediate change for 
the better, and Charles White, Leake, and others 
gradually revolutionized the hygiene of the lying-in 
room. Caudles and foul air were done away with; 
the close aggregation of patients discontinued ; separate 
delivery beds instituted; cleanliness as regards the 
room, the patient, and the attendants enjoined ; and the 
attendants directed to wash their hands. In addition, 
direct means were recommended with a view .to com- 
bating infection; the lying-in rooms were to be puri- 
fied, and for this purpose the fumes of burning charcoal 
or sulphur were employed and the walls of the room 
whitewashed. What the old obstetricians understood 
by infection is clearly indicated by some passages in 
the records. It is stated that it may arise from putrid 
animal matter outside the body; that the condition is 
in the first place an inflammation restricted to the 
uterus, that the peritoneum becomes secondarily in- 
flamed, and that the poison may act “‘ like a leven ”’ 
and putrefy the whole body. When we add that there 
also existed a tradition, introduced by Harvey and 
William Hunter, that treatment should be as far as 
possible conservative, and that reliance should be 
placed on Nature in a process that is essentially 
physiological, it is obvious that English practice had 
its own marked characteristic features, which were 
excellent in many respects. This was appreciated 
beyond this country, and there appears to be little 
doubt that Béer was influenced by it in his manage- 
ment of the great lying-in hospital in Vienna. The 
low rate of mortality in that institution was the means 
of drawing the attention of Semmelweis to the hands 
of medical students as a source of puerperal infection, 
and of his recommending the employment of chloride 
of lime as a disinfectant. 

Dr. Herbert Spencer has, as far as the material 
allowed, introduced the obstetricians themselves to us 
in his lectures, and many personal details add interest 
to the narrative. In some respects, indeed, purely 
personal considerations were influential in moulding 
the course of events. This was the case with the 
Chamberlen family, who, acting apparently on the 
principle of beginning charity at home, carefully pre- . 
served the secret of their invention of the forceps, 
retiring to the privacy of the closet and secreting the 
instrument beneath the boards when not in use. Not 
that they made a secret—on the contrary, they openly 
boasted of possessing a means of delivery surpassing in 
efficacy anything dreamt of by the midwives, and they 
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thereby reaped great credit for themselves. But the 
nature of the invention was bound to leak out, and 
when the secret became generally known among the 
male practitioners the midwives perceived that their 
business was in peril: the ‘‘ halings and stretchings ”’ 
with which they are stated to have tortured their 
patients were threatened by this secret and humane 
invention. Hence arose between the midwives and 
the male practitioners that battle royal which has 
already been graphically described by Dr. Spencer in 
a former work, and which inevitably ended in the 
discomfiture of the former at the point of the forceps, 
as one may say, the male practitioners remaining 
masters of the field, or bedside. 

The profession, we believe, will be very ready to 
acknowledge the debt it owes to Dr. Spencer for 
introducing to it the old English obstetricians, with 
the names of many of whom we were unfamiliar— 
Ould, Osborn, Leake, Denman, Chapman, Aitken, 
Giffard, Manningham, the genial Maubray, and many 
more whose lives and works he has recorded. 





ERGOSTEROL, VITAMIN D, AND RICKETS. 
THE progress of the investigations recently made with 
regard to ergosterol and vitamin D and the prevention 
and treatment of rickets has been noted from time 
to time in our columns during the last few months, 
and the scattered observations may with advantage 
be gathered together. The importance of the subject, 
both from the practical and theoretical point of view, 
fully justifies this. 

Following on Hopkins’s pioneer work, published in 
1913, Mellanby, in 1919, suggested that rickets was 
a disease due to the absence from the diet of some 
accessory food factor, probably vitamin A. Other 
workers, particularly of the Glasgow school, contended 
that, since rickets could be prevented by fresh air 
and sunlight, there was no need to postulate the 
existence of any such accessory substance. The 
observation that rickets could be prevented, even 
in the absence of sunlight, by a diet containing 
cod-liver oil seemed definitely to establish the 
** deficiency ’’ hypothesis, and the fact that cod-liver 
oil was still effective after the destruction of the 


_ vitamin A which it contained tended to prove that the 


factor involved was not identical with the latter. 
The existence, therefore, of another accessory factor 
had to be assumed, and to such a substance was 
assigned the name “‘ Vitamin D.”’ 

Later work has justified both hypotheses. It was 
found, in the course of the post-war relief work at 
the Viennese hospitals, that children could be kept 
free from rickets, or cured of the disease either by 
being freely exposed to sunlight, or by receiving a 
liberal milk ration, provided that the milk was obtained 
from cows that had been pasture fed. The milk of 
animals that had been stable fed on .oileake was 
comparatively ineffective. This ‘‘ experiment ’’ was 
the result of chance, in that the patients were under 
the control of separate groups of workers who held 
divergent opinions on dietetic matters. It therefore 
happened that in the case of one group of children 
attention was concentrated on the calorie value of 
the diet, while in that of the other particular heed 
was paid to the provision of accessory substances. 

Not long after the Viennese results became avail- 
able it was independently reported by two sets of 
workers that experimental rickets could be prevented 
if the food given to the animals was subjected to the 
action of ultra-violet light, although it was quite in- 





active before exposure. Other observations showed 
that animals fed on a rickets-producing diet might 
be kept free from the disease if they were periodically 
subjected to the influence of ultra-violet light, 
Apparently the accessory food substance and ultra- 
violet light could each protect against rickets. The 
accessory substance must be included in the food; 
the radiations could act either through the food or 
directly on the body. 

Chemical work had suggested that the accessory 
substance was associated, in foodstuffs, with that 
fraction which, though soluble in fat, could not be 
saponified by treatment with alkali. This ‘‘ unsaponi- 
fiable residue ’’ contains a number of substances, 
among them cholesterol. Chemicaily cholesterol is 
a complex alcohol, and is very widely distributed in 
nature. It is found both in animals and plants, 
It is relatively abundant in vertebrate nervous tissue. 
It occurs in the bile, and the bile acids bear to it 
a fairly close chemical relationship. It can be detected 
in the blood and its amount estimated. Probably it 
plays a part in fat transport and fat metabolism, and 
it is supposed that variations in blood cholesterol in 
certain morbid conditions are of diagnostic significance. 
In spite of the relative abundance in which it occurs, 
very little hitherto has been known of its function, 
and, in spite of much work, the details of its chemical 
structure are not yet established. It was shown, 
however, that if antirachitic foodstuffs were subjected 
to chemical fractionation the active substance was 
most closely associated with the cholesterol fraction. 
These cbservations led to the testing of cholesterol 
itself for antirachitic properties. It was found that 
cholesterol, apparently chemically pure, possessed 
none, but if it was exposed to ultra-violet radiations 
it acquired them. It was also found that there 
was an optimum pericd of exposure to ultra-violet 
rays, at the end of which the maximum activity 
was developed. After this the potency, instead of 
increasing, actually fell off. Moreover, by chemical 
means, it was possible to recover 99.9 per cent. of 
the rayed material as chemically pure cholesterol, 
incapable of further activation. Though the original 
specimen of cholesterol had fulfilled the ordinary 
chemical and physical tests of purity, the conclusion 
seemed inevitable that it had, in reality, contained 
tzaces of some other substance which, under the 
action of the light, had been changed into the vitamin, 
though the recovery of 99.9 per cent. as pure and 
inactivatable cholesterol showed that the amount of 
this substance must be very small. 

A well known method of purifying cholesterol is to 
precipitate it as the digitonide. The fact that this 
process did not separate cholesterol from the sub- 
stance then called ‘* pro-vitamin ’’ suggested strongly 
that the latter must be a sterol: the fact that it is 
destroyed by bromine and other oxidizing agents as 
well as by over-irradiation, suggests that it is & 
sterol of a highly unsaturated nature. It was observed 
that the spectrum of ordinary cholesterol contained 
certain very marked absorption bands in the ultra 
violet. These bands disappeared after irradiation, 
and this suggested that they might be due, not to 
cholesterol, but to the accompanying pro-vitamin. It 
remained to discover the substance responsible fot 
the absorption bands. A search among the knowh 
sterols other than cholesterol brought to light the fact 
that the spectrum of ergosterol showed the bands with 
great intensity. Feeding experiments proved that 
irradiated ergosterol will protect rats from rickets im 
doses of less than one ten-thousandth of a milligram; 
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probably the minimal dose is in the neighbourhood 
of one fifty-thousandth of a milligram. 

Ergosterol is a sterol, first prepared from ergot. It 
is, however, as events have shown, very widely dis- 
iributed. The work discussed has made it clear that 
vitamin can be produced from ergosterol, the pro- 
vitamin, by natural or artificial ultra-violet light, 
either in the animal’s food or in its body. For the 
animal to secure a supply of this vitamin D two 
factors must be present—ergosterol and ultra-violet 
light. It is evident that vitamin D must fulfil 
an important part in calcium metabolism. Where 
exactly, according to our present conceptions, it is 
to find a place is not yet clear, though it seems 
likely that its action is connected with the absorp- 
tion of calcium salts from the intestine, but it 
must, of course, influence other factors besides absorp- 
tion. There is every reason to hope that these 
discoveries will lead to the determination of the 
chemical nature of vitamin D, but the problem is 
a difficult one; the chemical constitution of cholesterol 
is still obscure, and until that has been elucidated 
it is hardly likely that the constitution of ergosterol 
will be understood. At present no method other than 
irradiation is known for converting ergosterol into the 
vitamin. 
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CANCER OF THE LARYNX. 

Tue shades of Sir Felix Semon and Sir Henry Butlin must 
have been well pleased if they revisited the Royal Society 
of Medicine last week. It was due to their efforts that the 
operation of laryngofissure became a well established pro- 
cedure. At the Section of Laryngology on November 4th 
Sir StClair Thomson exhibited four patients on whom he 
had performed this operation respectively two and a 
quarter, three, four and a half, and five and a half years 
previously for intrinsic epithelioma. These four patients 
were medical men, and all are now actively engaged in 
medical practice. They demonstrated better than any mass 
of statistics could do that this operation preserves a satis- 
factory voice and ensures lasting cure. The day before 
Mr. Lionel Colledge, in the Semon Lecture (of which we 
published a full abstract last week), showed that when 
intrinsic cancer has advanced too far for thyroid fissure 
a lasting cure can still be obtained by a complete laryng- 
ectomy. It is generally acknowledged on the continent 
that laryngofissure has been particularly studied in this 
country, thanks to the initiative in the last century of 
Semon and Butlin. It is a surprise to read that an American 
laryngologist who has performed a large number of com- 
plete laryngectomies should say, “as experience accumu- 
lates the sphere of the thyrotomy contracts.” Sir StClair 
Thomson’s unique experience in this operation has 
warranted him in asserting that, although laryngectomy 
is occasionally indicated for neglected and extensive 
intrinsic cancer, yet as such cases will become rarer with 
progress in the education of the public and the training 
ef the laryngologist, so will laryngectomy become a less 
frequent operation, while laryngofissure will be more often 
performed and with greater success. As his statistics show, 
laryngofissure, if carried out with correct technique, should 
be free from danger to life and should be followed by an 
adequate voice and lasting cure. As much cannot be said 
for laryngectomy. The President of the Section, Mr. 
Harold Barwell, in opening the session, again urged the 
Mportance of both the public and the profession appre- 
Clating the necessity of obtaining a skilled laryngological 
*piion on any caso of hoarseness persisting for more than 
three weeks. As this increases the sphere of laryngectomy 
will contract, and the brilliant results of laryngofissure 
become still more marked. 





COLOUR VISION. 
Some time ago the British Association appointed a com 
mittee ‘‘to report upon colour vision, with particulay 
reference to the classification of colour blindness.”’ It con- 
sisted of Professor Roaf, who has recently been engaged 
upon original work in this subject, Dr. Mary Collins, whose 
book upon colour vision’ was reviewed in these columns 
about a year ago, and Dr. Edridge-Green, whose work upon 
this subject is well known, with Sir Charles Sherrington 
as chairman. The report summarizing their labours was 
presented to the British Association last September, and has 
now become available. Broadly speaking, its recommenda- 
tions may be considered under two heads, the first dealing 
with nomenclature, the second with methods of testing. 
With regard to the first, it appears to be recommended that 
in the generic sense the term “ colour blindness’ should 
be dropped, and “‘hypochromatism”’ or “‘ hypochromatopia”™ 
used in its stead. Two classes of defects are recognized: 
‘* blindness,’’ denoting a decrease in sensitivity to a special 
region of the spectrum, and ‘“ confusion,’? denoting a 
decreased ability to discriminate different colours. It is 
suggested in the report that these two defects may occur 
separately. At present it is generally admitted that colour 
vision is a function of three variables (red, green, and 
blue); normal people are therefore known as trichromats. 
In the largest class of colour-blinds one of these variables is 
absent and two only are present; these subjects therefore 
are known as dichromats. . Those who see the whole of the 
spectrum as one hue (that is, the total colour-blind) are 
monochromats. The second group (that is, the dichromats) 
is subdivided into threo subgroups—protanopes, deuter- 
anopes, and tritanopes, corresponding respectively to 
the condition of red-, green-, and blue-blind, the 
terms being used descriptively and unprejudiced by 
any theory. These terms it is proposed to abolish, 
and the number of colours which are recognized in 
the spectrum taken as a measure of the degree of colour 
discrimination, after the manner of Edridge-Green’s classi- 
fication as penta-, tetra-, tri-, di-, and mono- or a-chromats. 
Thus it appears that a patient would be classified on 
the following scheme—namely, as (1) red-blind (that is, 
decreased sensitivity to light) from (say) 6,200 A.U. to the 
end of the spectrum, and (2) as suffering from red-yellow- 
green confusion. The old method of classification cannot be 
considered perfect, but at least it was founded upon a very 
wide experimental basis. The same can hardly bo claimed 
for the new classification; its dual nature, while certainly 
not adding to its simplicity, is probably superfluous. The 
report also outlines the methods recommended for the 
testing of the colour-blind. First, sensitivity is measured 
by determining the threshold to light of different wavo- 
lengths. It is recommended that a spectral apparatus with 
a shutter for isolating a narrow region of the spectrum 
should be used, the intensity being varied by an episcotister 
or a photometric wedge. Two extremely important matters, 
however, are left out in the recommendation. It is by no 
means clear whether the ‘ threshold to light’ means the 
light (colourless) threshold or the colour threshold; pre- 
sumably the latter is meant, for the achromatic (light) 
threshold in the colour-blind is normal (Kénig). Again, 
the report does not attempt to define tho state of adapte- 
tion of the eye during the test—a most important and 
fundamental consideration in such a problem. With regard 
to the second question—the testing for confusion—it is 
recommended that it should be measured by the minimum 
change of wave-length which will produce a change of hue 
at two wave-lengths only—5,850 and 4,950 A.U., a difference 
of over 50 A.U. being taken as standard. (Incidentally, 
such an examination itself would take several hours.) But 
it may be asked whether it necessarily follows that if a 
subject thinks 5,900 and 5,850 A.U. (both in the yellow- 
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orange) are the same, he is going to confuse red and 
green. This, we are inclined to think, is the whole practical 
problem. Colour vision is notoriously one of the most 
difficult of physiological problems; and we cannot see that 
this report has ‘gone very far to render the subject more 
comprehensible, or its accurate detection more practicable. - 


AMERICAN HOSPITAL POLICY. 
ELsEWHERE in this issue we give an abstract of a report 
made to the Legislative Assembly in Victoria on hospitals 
recently constructed in Canada and the United States. 
The report is the result of a tour made by a delegation in 
order to gather information which should be useful to 
Melbourne, where it has been decided that improved 
hospital accommodation and better methods of training 
medical students. are necessary. The delegation did not 
visit Europe, because it was believed that there it had not 
been possible to do much in the way of hospital construc- 
tion since the war. Everywhere on the North American 
Continent the delegation found a well developed tendency 
to combine university, medical school, and hospital under 
one control. The report deals with the large hospitals only, 
which, with one exception, were found to be independent, 
or, as we should say, voluntary hospitals. Sometimes volun- 
tary and municipal hospitals were combined, and then the 
voluntary management was supreme over both. They found 
one vast municipal hospital—the largest hospital in America 
—but it was the only one of the kind they saw. Its 
architecture, planning, and management did not impress 
them, “all the evils of political control being visible on 
every hand.’’ Hospital reconstruction is the order of the 
day in the United States. In all the principal centres 
visited any hospital of more than fifteen years’ standing 
was considered to be obsolete or obsolescent, and was either 
in course of rehabilitation or on the point of being replaced 
by a new building on another site. Amazing buildings are 
being erected—vast blocks, square set, towering into the 
sky, that call to mind the stern solidity of the ancient keep 
of Rochester Castle, but on such a Brobdingnagian scale 
as to make that ancient fastness seem no more than a 
sentry box, for these structures run to twenty stories high; 
yet all around there appears to be land enough and to spare. 
For the most part the hospitals charge their patients, 
some by fixed fees, some on sliding scales. In all there is 
a highly developed ‘‘ social service department,’’ the officers 
of which determine the patient’s capacity to pay, and also 
play the part of fairy godmothers to the patient after 
leaving hospital. There is ample provision for the poor 
and for the rich, but there is a dearth of accommodation 
for the middle classes, the ‘‘ white collar brigade,’’ and 
serious efforts are being made to meet this deficiency. 
A phase of hospital work growing in the States is the use 
of scientifically trained dietitians. They are part of the 
regular staff. A difference of opinion is only found on the 
point whether there should be one diet kitchen for the 
whole hospital or one for each floor. This staff is respon- 
sible for the quality of the food, its preparation and distri- 
bution, and for furnishing the menu when a special diet 
is ordered by the doctor. It also teaches the nurses. Social 
service or almoner’s departments are organized and financed 
as separate departments, with fully trained staffs, and there 
is association of social and philanthropic work and a reduc- 
tion of overlapping in charities. Everywhere the delegation 
found the close association of medical teaching by university 
or medical schools with hospitals controlled by the schools, 
and where this did not actually exist plans for it had been 
made. In the schools there were very many laboratories 
for work and research, but few classrooms, and one great 
university had gone so far as to abolish the class system, 
and relied on the individual work of the student; but 








therewith was a rigorous selection of students and power 
to retire inefficients. Stress was laid upon the necessity 
for separation of the teaching of undergraduates and post- 
graduates; the latter require specialties, the former do not, 


THE COAT OF ARMS OF THE ROYAL SOCIETY 
OF MEDICINE. 
Dvurine the past fortnight or so Fellows of the Royal 
Society of Medicine will have noticed a change in the title- 
page of the weekly diary card circulated from 1, Wimpole 
Street. The familiar though not very effective reproduc. 
tion of the Society’s seal has given place to a little line 
block of its new coat of arms. The history of this heraldic 
device is briefly as follows. Sir StClair Thomson, when he 
was President last year, felt that a Royal society ought to 
possess a suitable coat of arms. He had already generously 
given the Society a beautiful old wrought-gold presidential 
chain, and it seemed to him that a president’s badge in 
keeping with it would make the thing complete. A com- 
mittee was formed to discuss the matter, and an heraldic 
Achievement by Mr. Martin Travers was unofficially sub- 
mitted to the College of Heralds, who approved it without 
criticism. Formal application was then made in Sir StClair 
Thomson’s name, and a Patent of Arms was issued in due 


course. A gold badge based on this design is approaching 
completion, and will be handed over by Sir StClair to 


Sir James Berry, his successor in 
the presidential chair, at the 
annual dinner on November 16th, 
The technical description of te 
coat of arms is as follows: Arms, 
per pale vert and gules, the 
serpent of Moses or, entwined 
round a tau cross argent. Crest, 
three sprigs of the herb “all 
heal ’’ proper. Supporters, on the 
dexter side a representation of 
St. Cosmas and on the sinister 
side a representation of St. Damian both proper. Motto, 
‘* Non est vivere sed valere vita.’? The shield bearing the 
serpent is divided vertically, half being red, symbolizing, 
surgery, and the other half green, for medicine. On the 
red side stands the surgeon holding a knife, and on they 
green side the physician with an Italian drug jar. These) 
two figures are the martyrs SS. Cosmas and Damian, who» 
flourished in Italy in the early days of Christianity, andi 
were adopted as the patron saints of medicine and surgery. 
They appear very largely in this capacity in Catholic 
Europe, and indeed also in England, for they were the 
patrons of the ancient Guild of Barber Surgeons, and are 
depicted in silver on the beautiful instrument case which 
used to be carried in the processions of the Guilds in the 
Middle Ages. The representation of these saints on the 
new coat of arms, which strikes’ us as pleasant and simple 
in its symbolism, is taken from a stained-glass window in , 
the Pazzi Chapel in Florence; the presidential badge 
consists of the shield done in coloured enamel and goldit 


with the motto encircling it. ‘be 
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GERMAN ANTI-TUBERCULOSIS ORGANIZATION. 
Tue Italian Ministry is now engaged in an inquiry into 
the best method of combating tuberculosis on a national 
scale. The report of a commissioner, Dr. Sega, who was 
sent to Germany, has recently been published ;' in it he’ 
deals with finance, organization, and treatment. Tuber=, “if 
culosis was brought into the scheme of national insurancé . 
by a law passed in 1900, which enacted that all persons | 


12a Lotta Antituberculare in Germania, » Dr. Achille S 
Bologna: L. Cappelli. 1926. (Sup. roy. 8vo, pp. 113; 1 figure. L. 
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affected with tubercle should be regarded as incapacitated 
from work and entitled to insurance benefit. In practice 
the scope of the law appears to be restricted to some extent, 
owing to the limited requirements as to notification existing 
in certain provinces. The scheme is financed chiefly by 
the national] insurance department, but substantial assist- 
ance is also derived from numerous communal and pro- 
yincial benefit societies, from the clubs of the miners, 
railwaymen, and industrial and commercial workers, from 
the Red Cross Society, and from various religious institu- 
tions. The financial basis of the scheme is considered to 
be sound and its organization efficient. Contributions 
wero readily forthcoming when it was realized that an 
extension of life for three years, or of working capacity 
for that peried, would effect a saving of 360 marks on each 
person insured. The organization of the campaign is in 
the hands of a central committee in Berlin, with twenty- 
eight subordinate committees in various parts of the 
country. Their duties are to collect the necessary funds, 


co-ordinate economic and technical measures, establish new 


institutions, issue yearly reports on the working of tho 
scheme, and carry out propaganda. During 1924 the funds 
administered by the central committee amounted to nearly 
660 million marks. The organization comprises 1,462 
members, and consists of a presidium of. thirty-three 
members, a committeo of fifty, and a general assembly, 
which meets annually. On the presidium and committee 
are several Ministers of State, presidents of medical and 
insurance societies, bankers, hygienists, and others occu- 
pying public positions. Notification is made in the first 
instance to the health authorities established in the cities, 
and from these the cases are reported to the local tuber- 
culosis dispensaries (Tuberkulosefiirsorgestellen), which are 
the advanced posts in the campaign. The primary function 
of the dispensaries is io make the diagnosis, ascertain the 
type of the disease, and prescribe the appropriate treat- 
ment; and to this end they are provided with a skilled 
personnel and a complete up-to-date laboratory equipment. 
If domiciliary or ambulatory treatment is considered 
desirable this (Heilsfiirsorge) is superintended by the 
medical director of the dispensary. The dispensaries have 
the equally important function of scrutinizing the hygienic 
condition of the patient’s home and the state of health of 
the inmates (Heimsfiirsorge), and, in case the latter run 


any risk of infection, of procuring the isolation of the, 


patient, either in a separate room or in some anti-tuber- 
culosis institution (Wohnungsfiirsorge). The functions of 
the dispensaries are, therefore, mainly diagnostic and pro- 
phylactic. Where institutional treatment is indicated, a 
distinction is mado between cases considered curable within 
three months and those requiring more prolonged treat- 
ment. The former are sent to sanatoriums, situated mostly 
in the mountainous districts of the country, and at present 
capable of accommodating 24,400 patients. Some dificulty 
seems to be experienced in clearly distinguishing the cases 
suitablo for sanatorium treatment, and a_ considerable 
Proportion of unsuitable cases gain admittance to those 
institutions; this is recognized as a defect in the system, 
Which requires correcting. More protracted cases are 
admitted into special hospitals for tuberculosis, into the 
tuberculosis wards of the general hospitals, into conva- 
lescent homes, and open-air institutions. 


PRESENTATION PORTRAIT OF SIR BERKELEY 
MOYNIHAN. 
Sm Berxerey Moynrnan, Bt., President of the Royal 
College of Surgeons of England, was presented on November 
7th, in the Lord Mayor’s Rooms, Leeds, with his portrait 
In oils, painted by Richard Jack, R.A., and subscribed for 
by his friends and admirers in that city. The Lord Mayor, 
Alderman Hugh Lupton, made the presentation, and the 





portrait is to be hung in the board room of the Leeds 
General Infirmary, with which Sir Berkeley Moynihan was 
connected from the time he was house-surgeon until last 
year. The gift was also a recognition of his work for the 
School of Medicine of the University of Leeds, in which he 
has been professor of clinical surgery since 1909. There 
was a large attendance uf professional colleagues, pupils, 
and other friends, and expression was given to the high 
regard and affection in which Sir Berkeley is held by the 
Lord Mayor, Dr. Wardrop Griffith, and Mr. T. F. Braime, 
who accepted the portrait on behalf of the Infirmary. 


UNIVERSITY OF LONDON MEDICAL GRADUATES’ 
SOCIETY. 

As will be seen from a statement in our column of univer- 
sity intelligence, it is proposed to constitute a University 
of London Medical Graduates’ Society, and thus add 
another to the already considerable list of clubs and 
societies recognizable by the Senate. In addition to such 
are the various political associations within the Univer- 
sity, and there are, or were, certain dining clubs, as well 
as the University of London Club in Gower Street. While 
there are no doubt adequate grounds for seeking to bring 
together more closely the graduates in medicine of the 
University, circumspection will be necessary in two direc- 
tions if the success which we wish for the new society is 
to be achieved. It will be incumbent on the promoters to 
avoid needless overlapping with other long established 
medical societies for whose membership all medical practi- 
tioners are eligible, and caution will be required, not only 
in avoiding ordinary political activities, but also those 
questions of university politics which have often so sharply 
divided the alumni of the University of London. 


THE ROYAL SOCIETY. 

THe Copley Medal of the Royal Society has been 
awarded to Sir Charles Sherrington, O.M., G.B.E.,' M.D., 
for his distinguished work on neurology. A Royal Medal 
has been awarded to Sir Thomas Lewis, M.D., for his 
researches upon the vascular system, following upon his 
earlier work on the mammalian heart beat. The Buchanan 
Medal has been awarded to Professor Major Greenwood for 
his statistical researches and other work in relation to public 
health. The following medical names appear in the list of 
Fellows recommended by the President and Council of the 
Royal Society for election to the Council on November 
30th: Treasurer, Sir David Prain; Joint Secretary, Dr. 
H. H. Dale; other members of Council, Dr. E. D. Adrian, 
Sir Hugh K. Anderson, Sir Archibald Garrod, Professor 
J. C. G. Ledingham, and Professor G. Elliot Smith. 


As we have already announced, the International Con- 
gress of Oto-laryngology will be held in Copenhagen next 
year from July 30th to August Ist. To assist those 
attending it from this country a British Committee has 
been formed, with Sir James Dundas-Grant as president, 
Sir StClair Thomson as chairman, and Messrs. Lionel 
Colledge, J. S. Fraser, and F. W. Watkyn-Thomas as 
honorary secretaries. Mr. Sydney Scott is acting as 
treasurer, and to him (130, Harley Street, W.1) should 
be sent the subscription of 5s. In return members of tho 
British Committee will be kept informed of all arrango- 
ments, with particulars of travelling to Denmark and the 
stay in Copenhagen. The committee is open to all members 
of the profession. 


Tue Krvc has nominated Sir W. Leslie Mackenzie, M.D., 
for reappointment as a member for Scotland of the General 
Medical Council for five years from October 28th, 1927, 
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HOSPITALS IN AMERICA. 


An AvstRALIAN DELEGATION. 

Mersourne, the capital city of Victoria, Australia, is 
exercised about the state of its hospitals. There is need 
for increased accommodation, and medical opinion demands 
better methods of training medical students than present 
arrangements allow. A committee was appointed which 
made certain proposals, including aggregation of the main 
hospital accommodation upon eleven and a half acres of 
land contiguous to the University in the northern part of 
the city. To ascertain the tendencies of modern hospital 
construction a delegation of three—Dr. the Hon. Stanley S. 
Argyle (Minister of Public Health), Mr. R. J. Love 
(Inspector of Charities and Secretary of the Hospitals and 
Charities Board), and Professor R. J. A. Berry (Dean of 
the Faculty of Medicine)—was appointed to visit America. 
Its report,' which was presented recently to the Legislative 
Assembly, begins by stating that ‘‘ the paucity of new 
construction in Europe during the past twelve years renders 
almost obligatory a visit to the United States on the part 
of those contemplating new buildings if they wish to 
be familiar with modern construction, equipment, and 
organization.’”? The Rockefeller Foundation planned the 
toir of the delegation. New Zealand and Canada were 
also visited. 

The report is of great interest, not only for what it 
has to say on the matter of buildings, equipment, teaching 
arrangements, and training of nurses, but also because 
it tells something of the quality of the patients and the 
terms on which they are admitted to hospital. 

There were at the beginning of this year in the United 
States of America 6,946 hospitals with 859,445 beds, and in 
Canada 458 hospitals with 62,500 beds. Hospitals used for 
teaching medical undergraduates number 316. Forty of 
these are owned by the medical schools of the universities, 
and a further thirty-seven are under their control. 
In about one hundred others some teaching is given. 
*‘ Hospitals are no longer regarded only as institutions 
for the care of the sick and injured, but as essential 
elements in the education of the community with regard to 
the causation, prevention, and cure of many of the diseases 
which afflict mankind.’”’ The average length of the medical 
course is four years, but there is a pre-medical scientific 
course of two years; many schools demand one year’s work 
as an intern; and some are now requiring six months’ 
work with an approved general practitioner in private 
practice. Some States. require a further examina- 
tion’ before practice is allowed. The American Medical 
Association has done a great piece of work in certifying 
hospitals fit for the reception of interns; these number 
578, with 4,952 posts. Besides, there are others for special 
work. Students are subject to selection before admission 
to the schools. Of 20,000 applications made in the Stat 
and Canada last year only 6,500 were accepted. 


Vancouver. 

The University is eight miles from the city in a park of 
600 acres. It has also a vast landed estate, which it may sell 
or lease. The city is expected to grow to the University, and 
a hospital will be built there. At present there is a town 
hospital of 900 beds. 


, Toronto. 

The general hospital has 742 beds, and will shortly have 
1,000. It has special departments, and a ‘‘ workmen’s com- 
pensation ward.’”’ Its revenue is £213,000, all, with the excep- 
tion of £19,000 from endowments and subscriptions, derived 
from fees paid by or for patients. The hospital is opposite 
the University, and the staffs are associated. In the children’s 
hospital of 250 beds it has been found in the past that 75 per 
cent. of infectious diseases in the nursing staff arose in the 
isolation block. There are now glass cubicles and the nurses 
are masked, and infection has dropped to negligible proportions. 





1 Report on the Co-ordination and Correlation of Hospi i 
Schools, and Research Institutions in Canada 1nd the United’ Sten at 
America. By Dr. the Hon. Stanley S. Argyle, M.B., M.R.C.S., M.L:A 
Ordered to printed August 16th, 1927, by the Legislative Assembly of 
Victoria. Melbourne: Government Printer. Pp. 37. Price 1s. 6d. net. 


. theatres, and dispensary. 








Rochester, N.Y. 

Close to the University is the Strong Memorial Hospital, 
endowed by the Rockefeller Foundation and Mr. Eastman of 
Kodak fame, at the cost of £3,000,000. It is on a site of sixty 
acres. There are here two hospitals together, the ‘‘ voluntary” 
and the municipal, making 430 beds. The two hospitals have 
one management and apparently one staff. Only members of the 
hospital staff may treat patients. An aerial photograph shows 
vast squared blocks of connected buildings some six stories 
high. The charge for a bed in a four-bedded room is five 
dollars a day, and theatre and radiology fees are extra. There 
are private rooms at ten to fifteen dollars a day. In the 
latter cases professional fees are charged extra. The medical 
school is within the buildings, with clinical and _ pre-clinical 
laboratories (that is, anatomy and physiology, etc.), and there 
is a separate residential house for the junior staff. The school 
of dentistry is combined, and half a mile away are the fever, 
mental, and tuberculosis hospitals. The bacteriological labora 
tories comprise those of the University and of the city. 


Boston. 

Boston is famous for Harvard, the wealthiest private univer. 
sity in the United States. Its funded property is worth 
£15,000,000, and it spends £235,000 a year on its medical 
schools. The medical school is three miles from the University, 
and adjoins a large teaching hospital. Others in the city are 
also used for teaching The Massachusetts Hospital, which 
was founded in 1811, has two distinct parts, one for the poor, 
the other a ‘“community ’’ hespitai—that is, for paying patients 
—where fees from five to fifteen dollars a day are charged ; the 
fee to the doctor, who must be a member of the staff, is extra. 
This pay department is distinct from the general hospital, 
though under the same management; it has its own kitchen, 
It has 106 beds, and is eight stories 
high. Need is felt of some intermediate provision for middle- 
class patients, and this is being arranged. More than half 
the cost of the whole hospital is met by patients’ payments. 


Yale University, New Haven. 

The medical school is new, and opposite the hospital, which is 
to be rebuilt. As in other American schools, it was noticed 
that ‘“‘ few lecture rooms were provided, but an abundance of 
research laboratories.’’ Insistence is made here on the funda 
mental necessity for housing pre-medical sciences close to the 
clinical schools. The scheme of the out-patient. department 
presented some novel features. The patient makes an appoint- 
ment with an officer of the institution to be examined. by the 
physician or surgeon. ‘‘ Stragglers ’’ without appointments are 
seen last; 90 per cent. come by appointment. There are no 
hours of waiting in out-patient halls. Since the department is 
called a ‘‘ dispensary,’’ and the name is in ill odour. it is,t 
be changed to “clinic for ambulatory cases."’ In the schogl 
a rigid selection is practised ; enly 50 per cent. of the students 
desiring admission are accepted, some 1.5 per cent. are asked 
to withdraw as inefficient. The class system has _ been 
abolished ; students may work more or less as they please, and 
the final examination determines whether the time of the 
student has been well or ill spent. 


Columbia University, New York. 

Columbia University is quite separate from the clinical schools 
which are scattered through the city. But the defects of this 
plan are felt, and concentration on a site of twenty acres is 
planned. By agreement the University and the Presbyterian 
Hespital are building a colcssal hespital and medical school #t 
a cost of £4,000,000. It appears to be an enormous strut 
ture, some parts of which are twenty stories high. Monat 
Sinai Hospital is described as being old (some parts of it wate 
built fifteen years ago!); there are 600 beds, and patients | 
from £2 10s. a day upwards for maintenance. The need. 
middle-class accommodation is felt, and is being met. In this 
city the delegation found one critic of the concentration 
tendency. Dr. Dougherty, the director of the Jewish Hospital, 
‘considered that the tendency would prove of more value™ 
the specialist than to the general practitioner.”’ 8 


gd 

Philadelphia. ll 
Here is the University of Pennsylvania, the oldest in ‘the 
States. University, medical school, and hospital were (om 
bined so long ago as 1873. The staff of the hospital are th? 
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University faculty. It has 550 beds (73 maternity). In the 
general hospital were found for the first time the large old 
wards of twenty-five beds. But it is to be rebuilt at the charge 
ef the city. The theatres are faced with marble, which is held 
to be cheaper in the end than tiles. Here is a ‘* food handling 
clinic,’” where all persons engaged in handling food in the 
city are regularly examined ; it is part of the city public health 
work. 
Baltimore. 

Again, at the Johns Hopkins Hospital and School, Baltimore, 
rebuilding was in process. There was also co-operation between 
the hospital and city authorities. An aerial photograph shows 
a vast series of blocks, some running to ten or twelve stories 
high, and yet there is ample land all round. Of the patients 
received into hospital, for each one that pays in full four 
do not; 46 per cent. paid nothing, and 78 per cent. less than 
full cost. But it is claimed the arrangements are identical for 
all classes of patient, with the exception of the private room. 
In the school each department occupies one whole floor; eacli 
has its own animal room. There are numbers of small labora- 
tories, and few lecture rooms. 


Detroit. 

In this city of great works, containing as it does the 
Ford and Dodge factories, there are four hospitals, but none 
are teaching institutions. The Ford Hospital is not for the 
employees of the Ford works, but for private patients; it 
receives patients at a charge of 18s. to £1 12s. a day for 
nursing and maintenance, and from 4 to 14 guineas a day for 
prefessional services. There are additional fees for radiology, 
theatres, and pathological work. The building cost £2,250,000. 
Of the four hospitals one is maintained by the city for the poor. 


Ann Arbor. 

At Ann Arbor, forty miles from Detroit, is the home of the 
University of Michigan. The residential population is 25,000, 
but there are 12,000 students, for whom there are ten depart- 
ments in the University. In the last four years the State has 
spent £2,000,000 for new buildings. The hospital belongs to 
the University, and cost 14 million sterling; there are 1,150 
beds. All the patients pay or are paid for. The staff is full- 
time, and not allowed private practice, either in or eut of the 
hospital. There are ten acres of floor space and two milts of 
corridors, twenty wards of eighteen beds each, thirty-six 
two- or four-bedded rooms, and many private rooms, for which 
the charge is ten dollars a day. In one corridor there are 
eleven operating rooms, ten set in pairs with common service 
rooms. There is communication between all parts by pneumatic 
‘tube, so that patients’ records are sent through without delay. 
There is a heart centre with an electrical recording device 
connected with all parts of the hospital. In the theatre 
attached there is a similar arrangement whereby all the 150 
students listen simultaneously to the heart beats of the patient 
‘under examination. The plans and elevation of this university 
hospital are truly amazing. 


Chicago. 

The medical school of the North-Western University is being 
rebuilt at the cost of £1,000,000, the gift of a lady in memory 
of her husband. The building is in the heart of the city on 
land reclaimed from the lake; it is fourteen stories high. The 
first seven and the fourteenth comprise the medical school, the 
rest the dental school and research quarters. There is no 
hospital on the site, but two are to be built to give 1,100 beds. 
‘The patients will pay on a sliding scale according to their 
“means, as certified by the social service department. The cost 
‘will be £1 a day. At present medical teaching is carried on 
‘fa ten hospitals in the city here and there, and the defect is 
‘apparent. Six miles out of the city is the Chicago University 
‘and its new medical school with a hospital. A noble structure 
‘ls being erected to combine all under one roof. 

“© Cook County Hospital is an institution the like of which was 
‘Not found by the delegation elsewhere. It is maintained by the 
‘Cook County of the State of Illinois. There are 2,600 beds, 
a number which is being increased to 3,200, the ultimate aim 
being 4,000. The bulk of the staff are part-time (twenty hours 
4 month), in an honorary capacity. There are sixty-six interns, 
Who serve eighteen months. Students from the University of 
Illinois attend here for their fourth year. The patients are 
all supposed to be indigent poor, and pay nothing for main- 
tenance or treatment. There are no out-patients. ‘ This is 





the first free hospital maintained and managed by a county 
council that I have seen. It did not impress me with its 
architecture, planning, and management, all the evils of political 
control being visible on every hand.” 


The delegation also visited the Mayo Clinic at Rochester, 
Minnesota, which has often been described. The general 
conclusion reached was in favour of the proposal for the 
reconstitution of the Melbourne medical school, and of the 
desirability of combining and correlating the hospitals, 
medical school, and research institutions in one site, 
contiguous to the University. 








A CLINIO FOR PHYSICAL TREATMENT IN 
LONDON. 

In a previous issue (September 17th, p. 502) we referred 
to a proposal to establish in London a clinic for physical 
treatment (primarily for insured rheumatic persons), on 
the lines of those already existing in Berlin and elsewhere 
in Germany. We have received the following memorandum 
from the secretary of the London Clinic Subcommittee, 
British Committee on Rheumatism (International Society 
of Medical Hydrology, 6, Bentinck Street, W.). 


I.—The Problem. 

According to official statistics, more than 370,000 individuals 
under the National Health Insurance Act alone seek relief 
annually from the panel practitioners for rheumatic diseases. 
London has an insured population of 2,400,000. There are 
therefore many thousands of rheumatic persons who require 
treatment in London. / 

There are many varieties of disease included under the 
general term rheumatism. 

(1) Acute forms which confine the patient to bed: (a) 
rheumatic fever; (6) acute rheumatoid arthritis; (c) the 
more acute forms of inflammation of fibrous tissues. With 
these the clinic would not deal—it is an ambulatorium, not 
a hospital. The patients must be able to walk or be fit 
to be brought to it. 

(2) Subacute forms: (a) in the soft tissues—lumbago, 
sciatica, fibrositis, etc.; (6) in the joints (arthritis) and 
periarticular tissues. ; 

(3) Mechanical impediments which follow acute or sub- 
acute attacks; or disability due to accident or injury. 

The object of the clinic is: (a) To treat the subacute and 
chronic forms of rheumatism and prevent the development of 
mechanical disabilities. (6) To attempt to resolve the exudations 
and adhesions which have already formed, to restore the 
patient’s working capacity, and to alleviate many conditions 
that cannot be completely cured.* A large proportion of 
persons affected with rheumatism are still at work, and it is 
believed that many more might remain.at work if they could 
be treated at the clinic after working hours. (c) To carry out 
systematic investigations. 


II.—Means at our Disposal. 

In general the patient will have at each visit two or more 
of the following methods applied in succession, and this com- 
bined treatment will be continued, usually three times in the 
week for from two to four weeks, slight cases requiring only 
brief treatment. These physical methods do not necessarily 
exclude other forms of medical or surgical treatment. 

(1) Heat and cold and movement : in water, vapour, and hot 
air—locally and generally applied. é Mie) Nae 

(2) Manipulation and exercises, alone or in combination with 
heat, by the hand or by douches or pace | water. : 

(3) Radiation—as heat, light, and invisible rays (ultra-violet 
and infra-red), from arc or mercury vapour or other lamps. 

(4) Electricity—as constant current to resolve exudations 
and promote nutrition; as interrupted current to cause move- 
ment of muscle fibres; and as _ high-frequency current 
(diathermy) to raise the temperature of deep-seated parts. 

Like many drugs, physical remedies are sedative or stimulant, 

(1) Subacute cases require warm application of water or 
vapour gentle manipulation. These are sedative remedies ; 
they relieve pain and allay congestion and nervous and circu- 
latory excitement. . : ; os ft 

(2) Chronic cases require brief and intensive application of 
heat, with strong manipulation. These are stimulant remedies. 

* i sical treatment in such cases is illustrated 
by. dn race chat Dep wit to the clinic at Amsterdam a young man 
with spondylitis deformans was accepted for a second course of light baths 
and a man of 50, with progressive muscular atrophy, for a secon 
course of electric baths, because both had been “ greatly relieved and 
able to carry on” after the previous treatment. A young woman, a 
seamstress, with arrested polyarthritis and much crippling, was 
reported as carrying on her work with the assistance of a course of 
baths every year. 
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By causing active hyperaemia and increasing the circulation of 
blood and lymph and the local nutrition they help to remove 
the effects of former disease or injury. They act also powerfully 
on and through the skin, and indirectly on the nerve centres 
and general nutrition, by stimulating elimination and meta- 
bolism. Cold douches and sprays are also used as stimulants 
to the nerve centres and metabolism. 


III.—A First Demonstration in London. 

It is proposed that the clinic shall be made available for 
men and women patients, whether insured or not. Such clinics 
- . » have proved their value in other countries, and have for 
many years formed part of their national health insurance 
systems. The institution of physical clinics is, moreover, justified 
by long experience at our spas, where external methods, by 
mineral water and by plain water, combined with other physical 
procedures, are systematically employed for out-patients and 
other persons affected with husienis and chronic or incipient 
diseases. 

A demonstration clinic in London will serve: (1) To 
familiarize the medical profession and the public with the value, 
scientific use, and combination of physical methods. (2) As a 
centre for many lines of-investigation—for example, on the 
functional disturbances occurring in early cases, on causation, 
on the influence of occupations, and on therapeutic classification. 

A certain proportion of cases will, upon examination, prove 
to be unsuitable for an out-patient clinic. Arthritis, for 
example, can only be properly treated by baths at a certain 
phase in the disease. Others will be referred for hospital or 
dental treatment, and others for spa treatment at one of the 
British spas. The suggestion that such a clinic would be a 
*‘London spa’”’ is incorrect. A spa is a health resort with 


. Specific waters, for those who need or can afford a complete 


change as well as treatment. Medicinal waters cannot be 
synthetically prepared. 

Following the experience of the Continental city clinics for 
insured persons, provision is to be made for a normal estimated 
number of not less than 400 cases a day. Allowing for an 
average period of three weeks’ treatment, this will provide for 
between 11,000 and 12,000 individual cases per annum... It 
is stated that 300 cases a day are treated in the small clinic at 
Amsterdam, 700 to 900 a day in one of the friendly societies’ 
ambulatoria or clinics in Berlin, and about the same number in 
the fine clinic at Dresden. 

Such a mass of clinical material will necessitate the appoint- 
ment of a medical director and staff having expert know- 
ledge of physical methods of treatrient. The medical director 
and his colleagues, who will be responsible for the various 
departments—hydrotherapy, light, ionization, etc.—must be 
experienced in diagnosis and in those modes of treatment. 
Clinical assistants and trainees, paid and unpaid, will be 
required for the daily work of the clinic. It is pro- 

sed to begin the operations of the clinic on a modest scale, 
but in premises which can be easily adapted to accommodate 
increasing numbers of patients. Tabulated reports, showing 
the number and nature of the cases treated and the results, will 
be periodically published. It is anticipated that young prac- 
titioners and attendants will be trained at the clinic for under- 
taking similar work elsewhere. 

It is recognized that the systematic combined use of physical 
remedies on a large scale will be to some extent a new 
departure in medical practice in England. The proposed clinic 
will be founded with the definite purpose of providing facilities 
for concurrent investization and treatment for incipient, sub- 
acute, and chronic diseases, particularly for rheumatic diseases 
in insured persons, and also for the results of injuries. It 
should be, and will be, conducted in the spirit of co-operation 
with the voluntary hospitals and with the British spas. 


England and Wales. 


EXTENSION OF SHEFFIELD Royat Hospitat. 
THe new out-patients’ department of the Sheffield Royal 
Hospital has been formed by converting a chapel adjoining 
the hospital, and includes a spacious waiting hall, medical 
and surgical examination and dressing rooms, and depart- 
ments for ophthalmology, otology, rhinology, and laryngo- 
logy. A small operating theatre, a research laboratory, and 
a dispensary are also provided on the ground floor; on the 
first floor is a new operating theatre for minor operations, 
py, nnd with an anaesthetic room and recovery room and 
a lecture room for the use of students and nurses. Mr. 
F. M. Osborn, chairman of the board of management of 
the hospital, stated that the total expenditure on the 
new department would amount to nearly £20,000. During 
last year the daily average number of persons visiting the 














out-patient department was 700. The Minister of Health, 
in declaring the department open, congratulated the 
Sheffield Joint Hospitals Council on the good work it had 
done in securing co-operation and furthering economy, 
and noted with satisfaction that the penny in the pound 
scheme was now yielding £100,000 a year for current needs, 
Mr. Chamberlain emphasized the preventive aspect of the 
work in out-patient departments, and suggested that 
further improvement was possible in facilitating co-opera- 
tion with general practitioners. The Minister also opened 
a new maternity and child welfare centre in Sheffield, 
which had been erected at a cost of £15,540; he commented 
on the fact that infapt mortality had been more than 
halved in the town during the last twenty-five years, 
The attendances at the old centre for the first nine months 
of this year numbered 589,000, as compared with 550,000 
for the whole of last year. Systematic visiting of children 
between the ages of 2 and 5 had also been instituted, and 
during the small-pox epidemic in the early months of 1927 
the visits that had been paid to homes numbered 2,665. 


TUBERCULOSIS IN LANCASHIRE. 

During 1926 the death rate from pulmonary tuberculosis 
in Lancashire was the lowest on record for the fourth 
successive year. Low records were reached also by the 
death rate from non-pulmonary tuberculosis and the number 
of notifications of new cases of pulmonary tuberculosis, 
This may be contrasted with the fact that, during the 
ten years before the war, there was in this country little 
or no decline at all in the deaths from pulmonary tuber- 
culosis. In his report for 1$26 Dr. G. Lissant Cox, the 
central tuberculosis officer of the Lancashire County 
Council, expresses the opinion that far fewer cases of 
tuberculosis escape being notified in that county than in 
many other parts of Great Britain. This great improve- 
ment in notification is attributed to closer co-operation 
between general practitioner, the local medical officers of 
health, and the tuberculosis officers. Dr. Cox directs 
special attention to the value of heliotherapy and @ rays 
in the diagnosis and treatment of tuberculosis. As to helio- 
therapy, it has been found best that the patients should 
be treated three times each week, with an interval of at 
least one day between exposures. In a series of ninety-one 
patients at the Ashton-under-Lyne centre in whom the 
disease became quiescent and apparently cured, the average 
duration of the light treatment was rather under ten 
months. Previous to heliotherapy these patients had had: 
an average of sixty-three months’ treatment by other 
methods. At the Lancaster centre the average duration of: 
treatment by light of fifteen patients was three months, 
as compared with an average of thirty-eight months by) 
other methods of treatment previously; Dr. Cox comments» 
on the economy of time and expense which would seems 
thereby to be obtained. Heliotherapy was found to giver 
very good results in lupus and in adenitis with abscess 
formation and skin involvement. It is emphasized that 
each patient requires individual care and attention 98 
regards the initial dose and the graduation of exposure; 
a test radiation should precede treatment in order to detef- 
mine the sensitivity of the skin. No permanent ill effect, 
either local or general, followed artificial light treatment. 
The county possesses nine g-ray plants, five being situated 
in dispensaries and foevr in county sanatorium hospitals. 
The number of skiagrams taken during 1926 was 4,791, as 
compared with 4,115 in the previous year. Dr. J. Logam: 
Stewart contributes to the report a number of skiagramsr 
of interesting pulmonary cases with clinical descriptions 
He regards the x-ray examination as part of the clinica 
examination, the diagnosis being based on all the evidence 
available. In the earliest stages of bone and joint tuber 
culosis a skiagram may fail to reveal abnormality, evemé 
though clinical symptoms suggest the presence of diseasefl 
this is said to apply especially to tuberculosis of the hip! 
knee, and spine. The absence of x-ray evidence cannot 
therefore, be accepted as contraindicating the existence oft 
early tuberculosis. The use of 2 rays was found particularly! 
helpful in detecting such non-tuberculous conditions. a 
early osteo-arthritis of the hip, early spondylitis deformansy’ 
Kéhler’s disease, and Schlatter’s disease. Besides helping” 
diagnosis, skiagrams of patients at intervals during treat 
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ment made clear what changes were occurring, and some- 
times determined whether operative intervention was 
required. Dr. Stewart strongly advises that in all cases of 
non-pulmonary tuberculosis a skiagram of the chest should 


-be taken, since a pulmonary lesion is frequently found 


which has become quiescent and does not give rise to 
symptoms. It is proposed to make a further study of the 
behaviour of such pulmonary lesions in these combined 
cases. 








Scotland. 


Eprixsurex City aND THE UNIVERSITY. 
Tue question of financial assistance from the city of 
Edinburgh to Edinburgh University was raised at a meet- 
ing of the Edinburgh Town Council on October 27th in 
connexion with a speech which had been made at a recent 
graduation ceremony by Principal Sir Alfred Ewing. He 
had adverted to the help given to English universities by 





‘municipalities, and asked whether it was possible for the 
‘Corporation to assist. the University of Edinburgh to a 


greater extent than it did. Treasurer Guest said that the 
question was not new. The relation which existed between 
the Corporation and the University was good, and at the 
present time the Corporation regularly assisted the Univer- 
sity in two ways: by means of a fixed annual payment 
of £2,170, and by relieving the Qniversity from liability 
to pay burgh assessments, which was a very valuable con- 
cession. The Corporation also from time to time made 
special grants in response to special appeals. It was pointed 
out that while in England a large municipality exercised 
the function of the education authority and could thus 
impose rates for the purpose of giving grants to univer- 
sities, in Edinburgh the education authority was a separate 
body and independent of the Corporation. An education 
authority in Scotland had power to make grants to univer- 
sities which would be payable out of the rates, but the 
corporations of cities had not this power. 


Epinsureu Rectortat ApprEss. 

Sir John Gilmour, D.S.0., M,P., Secretary of State for 
Scotland, before he delivered his rectorial address to the 
students of Edinburgh University, received the degree of 
LL.D. from the Chancellor, the Earl of Balfour, who 
recalled that the recipient was an old student. 

The Lord Rector, after noting the healthy and gratifying 
growth of the University’s social activities and of the 
number of its chairs and lectureships, proceeded to deal 
with the development that had been associated with 
science and medicine ; every faculty, he said, had expanded 
greatly in recent years, but the lion’s share of this 
expansion had fallen to science and medicine, studies 
which came in contact with one another on many points. 
The last hundred years had witnessed a tremendous change 
in man’s attitude to Nature and an immense increase in 
his command over natural forces. These islands, small as 
they were, had produced a large proportion of the men 
by whom this progress had been made possible. The names 
of intellectual giants like Faraday, Darwin, Lister, and 
Kelvin leapt to the mind at once. Towards the close of 
his long and memorable career Lord Kelvin was reported 
to have said that his chief regret in growing old was that 
he could not hope to live to see the wonders which he was 
certain that the twentieth century would reveal. In the 
years that had elapsed since his death much had happened 
to\justify his forecast. What Britain needed more than 
anything else at the present juncture was men and women 
of-learning who had mastered the main principles of the 
new knowledge and had grasped the importance of applying 
this to the things of everyday life. From the time of their 
foundation the universities had had a preponderating 
eflect in moulding our civilization through their influence 
ontwhat was highest in the intellectual life of the people. 
hey were now called upon to assume a higher responsi- 
bility than ever. It was their increased activities on the 
Practical side that touched the general body of the nation 
most nearly. Improved health and increased prosperity 
Were the fruits for which we looked to the seeds now being 





sown in the laboratories. The strategic front of medicine 
had changed and was changing more and more, Its real 
aim in the future must be not to cure but to prevent—not 
to remain passively on the defensive and await the onset of 
disease, but boldly to assume the offensive. That depended, 
of course, on a very close observation of symptoms in 
individuals, but it demanded also what medical research 
had been giving in increasing degree—a knowledge of the 


-nature of the organisms to whose presence diseases were 


due, as well as of the means by which their ravages could 
most effectually be checked. The first achievement of 
Pasteur had been to save the silk trade of France by 
identifying the two diseases of silkworms and by showing 
how their germs could be detected and destroyed. His 
second was his demonstration of a simple means for 
securing immunity of sheep and cattle against anthrax. 
Research along similar lines into other animal diseases 
and plant diseases was full of potentialities for good. That 
was why the Lord Rector welcomed so heartily such 
developments as the Rowett Research Institute at Aberdeen 
and the new chair of animal genetics in Edinburgh. 
Knowledge liad travelled far beyond the point which Virgil 
had reached when he wrote his Georgics, and there was 
still a long road ahead. He concluded by saying that what 
all could do was, by diligently using their own minds and 
by earnestly seeking to extend their own opportunities to 
others, to help to swell the tide, on the force and set 
of whose currents depended the prosperous voyaging of 
humanity. After the conclusion of the address a luncheon 
was held in the University Union, at which the Lord Rector 
referred to the great record the University had behind it, 
and said that that record was as nothing to the record 
which was before it; that was in the hands of the younger 
generation. In the evening, Principal and Lady Ewing, 
supported by Sir John and Lady Gilmour, held a reception 
in the library of the old University A dance was organized 
by the Students’ Representative Council in the McEwan 
Hall. 


AntmaL Brerpina Researcn DePaRtTMENT, EDINBURGH. 

The seventh annual report of the Animal Breeding 
Research Department of Edinburgh University gives a 
record of the work done in the new institute established 
during the past year at West Mains Road, Edinburgh. 
Dr. F. A. E. Crew, director of the department, states 
that about thirty acres of land are at present used 
for the maintenance of experimental animals, while the 
department uses six laboratories in the neighbouring 
chemistry block of the University. The function of this 
department is to secure and democratize knowledge con- 
cerning the physiology of reproduction and inheritance, 
with special reference to the animals of economic impor- 
tance. Lord Woolavington recently donated £10,000 
towards the endowment of a chair of animal breeding in 
the University, and this department is managed under the 
joint control of the University and of the East of Scotland 
College of Agriculture. It has been in existence on a small 
scale since 1920, and recently received an offer of £30,000 
from the International Education Board, contingent upon 
a further £30,000 being provided by the University and 
other private sources. Much work has been done in con- 
nexion with the study of sheep’s wool, experiments having 
been in progress regarding the inheritance of various 
colours and patterns. It has been established, among 
other things, that a dominant black colour exists in the 
Black Welsh Mountain breed of sheep as well as in the 
Piebald breed, while a recessive black is common to several 
breeds. Various recessive patterns have also been studied. 
A peculiar malformation of the limbs, found in lambs 
which are usually born dead or die soon after birth, has 
also been studied and found to be a definitely heritable 


character. Experiments have been continued in regard 
to the analysis of the Clydesdale breed of horses. Some 
1,500 pedigrees have been tabulated and examined. It has 


been shown that remarkably little inbreeding has taken 
place in the Clydesdale. Work on cattle has also been con- 
tinued, which is mainly a matter of collecting data for 
several years and analysing results. Data regarding the 
inheritance of the dun colour have been collected, and are 
almost ready for: publication. Partial sex transformation 
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in cattle has been recorded, as this department had pre- | Mason, wife of the Lord Provost of Glasgow, who presided, § ,)., 
viously found to exist in the case of poultry. Work dealing | said that the hospital had become not only a centre for child J dec 
with superfoetation in pigs and the increase of winter milk | welfare work but now also a training school for Serbiag § Ste 
production in goats has also been in progress. In regard | nurses. The Marchioness of Aberdeen spoke of a visit to § kn 
to fowls, experiments have been carried on regarding the | the hospital last year and of the sympathy which Serbiag fi ' 
duration of fertility in eggs, the role of the thyroid in | women felt for this country, and of their hope that this § the 
determining plumage characteristics, and the relation hospital would not be abandoned. Dr. Katherine Macphail, § (W 
between gonadic structure ard plumage, as well as | the original founder of the hospital, said that she and her§ (ol 
numerous other points. As regards other laboratory |.staff were working hand-in-hand with the Serbian Govern § Gi: 
animals, a study of calcium metabolism has been carried | ment, but foreign support had been greatly diminishing § orf 
out in th> rabbit; the migration of the ovum has been | and for some years the main support had come from the § ch: 
studied in the rat, ovarian implantation in the mouse, | ‘‘ Save the Children’? Fund in London. The Serbiag 1 
and some facts regarding the attitude of the wings in Polish | Ministry of Health was very anxious that the work should § wh 

















| flies. An appendix gives a bibliography of the various | continue, and British support was very necessary for this, § lat 
: | publications which have been issued from this department. dis 
i Proposep Hospitat FoR HADDINGTON. tan 
VACCINATION PROSECUTIONS IN EDINBURGH. During the course of last summer an appeal was made by § in 


Three prosecutions as the result of parents refusing to | a local committee in Haddington for a sum of £7,000 tof are 
| allow their children to be vaccinated were heard recently | provide a cottage hospital for Haddington and the surround § gto 
a] at Edinburgh Sheriff Court. In one case the father, on | ing district. Towards this a sum of £2,881 has already been I 
; being asked to plead, began a statement to the effect that | collected. Mr. John Vert of Pendleton, Oregon, U.S.A,F « 
vaccination had never done any good, that his refusal was | who had been born in Haddington and was the son of af 5 
not a crime, and that there was no offence of this nature | former provost of the burgh, had intimated his desire to § Am 
on the Statute Book. The sheriff intervened, and stated | give £7,000, the sum necessary to erect the building,§ nat 
that if the man did not plead properly in answer to | Conditions attached were that the hospital should be called§ ad 
the charge he would be committed for contempt of | the ‘‘ Vert Memorial Hospital,’’ and that the committe diffe 
court, whereupon the refusal to allow the vaccination was | should undertake to make every effort to raise at leat# A 
admitted. In each case a fine of 25s. was imposed, | another £7,000 for a permanent endowment fund. Mr§ » | 














including 15s, expenses. Henry Vetch, a local proprietor, also offered to give om § disc 
acre of ground as a site for the hospital. A donation of 
Work For THE CrippLep CHILD. £1,000, from Mr. Frank Horsburgh, Cleveland, Ohio, s lo 
At a lecture and demonstration in the Music Hall, | former resident of the burgh, was announced. 

Edinburgh, arranged by the Edinburgh Association of the | - 

Chartered Society of Massage and Medical Gymnastics, 

Miss Gertrude Herzfeld, F.R.C.S.Ed., who presided, said Areland 5 

that a massage clinic had been established at the New , fF T 

College Settlement in Edinburgh, where 1,023 treatments - 

had already been given to poor children under the direction Mepicat REGISTRATION IN THE FREE Srare. sol 





of a medical officer, the fees being graded according to the | THe first meeting of the Irish Free State Medical 

circumstances of the patient. Miss Margaret Morris of Registration Council, constituted under the Medical ee 
the School of Dancing, London, gave an exhibition of | Practitioners Act, 1927, was held on November 1st in the “Y 
remedial exercises with the help of members of her staff. | board room, Government Buildings, Dublin. The Minister f° ‘ 
The basis of this work, she said, lay in combining remedial | of Local Government and.Public Health, General Mulcahy, a 
exercises with an appeal to the artistic sense in the | who was accompanied by Mr. McCarron, secretary to the a 
production of harmonious movements. If dancing did not | department, and Dr. Stephenson, chief medical adviser, Tad 
help everyone to stand, walk, and breathe better it missed | received the members, all of whom were present. Their a 
its aim. Dame Agnes Hunt, D.B.E., R.R.C., the founder | names were given in this column on October 29th (p. 800). ig 
of the Shropshire Orthopaedic Hospital, said that slums | Dr. Denis Coffey was unanimously appointed President of eh. 
and bad food were responsible for nearly one-half of the | the Council. The Council proceeded to consider the step relat 
cripples. Next to prevention in these matters came early | necessary for the establishment of the Free State Medical § x2 
-treatment. Almost all cripples could be taught to earn | Register. Under the Act the Register must be established ‘pe 











‘their own living, and this ideal had to be set before the | not later than May 28th, 1928. : Ay, 
mind of every cripple. a) 
prope 

HeattH LeEcrures For INsurEpD PatIeENTs. or of 

At a meeting of the Insurance Committee for the city Correspondence. In 
of Edinburgh, held on October 27th, arrangements were from 
discussed regarding a proposed series of health lectures by ‘WEST AFRICAN YELLOW FEVER.” stone 
doctors on the committee’s panel to their own insured Sir,—I was glad to observe that in your note on yellov§ the , 


patients. It was reported that, following on the resolution | fever in West Africa (October 29th, p. 798) you did not® 10’ r 
of the committee to provide courses of lectures, a number | fall into the error, which appears to be now common, @§ larly 
of doctors in the city had been approached and had agreed | using the term ‘‘ West African yellow fever,’’ which implie f form: 
to participate in the scheme. The general idea is that each | that there are at least two varieties of that disease, 8 fact § prev: 
doctor should lecture to an audience of his own patients | which has not, so far as I am aware, yet been proved, @§ ‘Th. 
only. The committee agreed to arrange meantime for four | conversations, in 1924, with Surgeon-General Carter, U.6s dériy 
‘lectures by doctors in various parts of the city as an | (the greatest authority, then living, on that disease) 3 & that 
experiment. In order to ensure that the lectures would be Kingston, Jamaica, and also in Panama, he expressed #9 is in 
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._prominently brought before the insured persons concerned, very decided opinion that West Africa, and not the Wet ditt 

i an invitation to attend the lectures would he issued by the | Indies, was the original home of yellow fever. If! Debit 
committee to every patient on the lecturer’s list. view is accepted “‘ yellow fever ’”’ is the proper name fot tithes 

hi the disease as it appears in West Africa, and no qualifyiig drink 
Scorrisn Serpran Hospitat. adjective is necessary. ig § Water 

A public meeting was held on October 26th in the hall In a paper by Oskar Klotz and Winifred Simpson inthe which 
i of Queen Margaret College, Glasgow, to appeal for funds | American Journal of Tropical Medicine (vol. vii, Now, § certa’ 


on behalf of the Children’s Hospital in Belgrade. The p. 271), entitled ‘‘ Jaundice and the liver lesions in} Wot exelt 
—— we toe oe by bo . oe ine Macphail, a | African yellow fever,” I find the following: ray — 
slasgow graduate, and was said to be the only hospital for ‘a ; ’ ; : ’ 4 B Obvio: 
children in Jugo-Slavia. A committee senenendiative of ani faite sae pews pod aoe oe - Bui 
, ‘ ‘ ie : : upon the Western Hemisphere, and the clinical data and p fon 
women s organizations in the West of Scotland was logical findings which have given us the picture of the ¢ iseai® Mac. 
appointed to raise money for the institution, Mrs. David | have been based upon observations made in the Americas”)} “cCa 
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also: ‘‘ Only a few pathological reports upon special topics not 
dealing with the disease as a whole have been published by 
Stevenson, Turnbull, and Seidelin in relation to the disease 
known as yellow fever in West Africa.” (The italics are mine.) 

This, I submit, does a great deal less than justice to 
the work and reports of the Yellow Fever Commission 
(West Africa), appointed by the Secretary of State for the 
Colonies in 1913,. of which the late Sir William Leishman, 
Sir Ronald Ross, and Sir William J. Simpson were the 
otginal members, and of which I had the honour to be 
chairman. 

The reports of that Commission and of the investigators 
who were sent out to West Africa, amongst whom was the 
late Mr. Bacot, deal very fully and exhaustively with the 
disease in all its aspects, and I am not aware of any impor- 
tant additions to our knowledge of that disease which have 
since been made, with the exception of those for which we 
are indebted to the late and grievously lamented Adrian 
Stokes. 

I note in the paper just mentioned the following: 

“Tt is not our purpose to discuss the parallelism of the lesions 
of the various organs in fatal cases occurring in Africa and in 
America. Suffice it to say that in a pathological study of the 
naterials from thirty-five fatal cases taking place in Nigeria 
and the Gold Coast we were led to conclude that no fundamental 
difference was to be noted.’”. 

An erroneous bacteriological observation would appear 
to be an inadequate reason for a change in the name of a 
disease. —I am, etec., 

James K. Fow rr, 


Chairman, late Yellow Fever Commission 


London, W.1. (West Africa). 





WATER SUPPLY AND IODINE IN RELATION 
TO GOITRE. 

sir,—In your issue of September 24th (p. 559) you say: 
“There is a tendency to consider that deficiency diseases 
are almost synonymous with avitaminosis.’? To this view 
exception is taken, and you state that deficiency of certain 
inorganic salts in the diet, amongst them iodine, may give 
tise to disease. The mention of iodine presumably refers 
to endemic goitre. I would refer your readers to the 
issue of January 15th (p. 94), where McCarrison states 
that deficiency of iodine had no relation to gcitre in 
the Sanawar school. McCarrison has recently published 
(Indian Journal of Medical Research, 1927, vol. xv) a 
paper on ‘‘ The experimental production of a new type 
of goitre unrelated in its origin to iodine,’’? in which he 
recapitulates the present positicn with regard to the 
telatiun of iodine to goitre. In speaking of the various 
type’ of goitre produced by him experimentally, he says: 

“With the possible exception of those caused by the adminis- 
tration of cultures of faecal bacteria, the goitres produced in 
these ways are preventable by increasing the intake of iodine 
proportionately to the unhygienic conditions of life of the animals 
or of the excess of fats or of lime in their food.” 

In the examination of a series of 84 samples of soil taken 
from different parts of Derbyshire I found that the lime- 
stone soils contained an average of 59.0 parts of iodine, and 
the gritstone soils an average of 18.0 parts of iodine per 
10’ parts of soil. Yet it is on the limestone, and particu- 
larly those places deriving their water supply from this 
formation, that colloid goitre has in the past been so 
prevalent. 

‘The examination of the iodine content of water supplies 
dérived from the limestone and the millstone grit shows 
that the absence or presence of iodine in these waters 
8 Mf no way related to the present prevalence of goitre in 
#tHicts depending on them. My own survey werk in 
Whyshire has shown that there is approximately three 
tithes as much goitre of a marked character in children 
dritking water from the limestowe as in those who drink 
Water derived from the millstone grit; and if those places 

ich draw their water from deep borings in the grit, which 
Crtainly tap water from the limestone underneath, were 
exelided, the marked relation between goitre and drinking 
Water derived from the limestone would be still moro 
obvious, 

But there are exceptions to the rule on both sides which 
ave puzzled me greatly, and it is only on reading 

arrison’s paper that I have been able to hit upon 





the solution. He proves very conclusively that deficiency 
of vitamins A, B, and C in the modern diet of the people, 
and particularly vitamin B, even in the presence of abun- 
dant iodine, can give rise to a type of goitre hitherto 
undescribed. 


“In view,” he says, “of the confusion which exists in regard 
to the causation and prevention of the thyroid diseases included 
under the generic term ‘simple goitre,’ the results of these 
experiments are illuminating. If, as seems likely, the type of 
goitre here described be found to occur sporadically amongst the 
white-flour-eating peoples, then the view that ail ‘simple goitres’ 
are due to iodine deficiency and preventable by the prophylactic 
use of iodine must be abandoned. ... The experimental evidence 
here produced makes it probable that in western countries this 
new type of goitre will encountered in its pregressive stage 
in childhood and in young women whose food contains much 
vitamin-poor carbohydrate, little suitable protein, and less green 
vegetables and fruit; and in its retrogressive stage in older 
subjects whose food has similar faults. If this should prove to 
be so iodine will neither prevent nor cure the disease, but a well 
balanced diet, rich in vitamins, will.” 


It is interesting to note that Otto Steiner in 1924 came 
to a very similar conclusion concerning goitre in some parts 
of Switzerland. The subject is one of importance in 
practical medicine, and McCarrison’s paper is deserving of 
the widest notice.—I am, etc., 

Heanor, Derbyshire, Oct. 26th. Puiuirp H. J. Turton, M.D. 





CONVULSIONS DURING GENERAL ANAESTHESIA, 
Srr,—I have read with great interest the discussion 
on epileptic convulsions occurring during ether narcosis 
reported in the British Mepicat JouRNAt. 
In my recent book Epilepsy! (German edition, J. 
Springer, Berlin; English edition to be published shortly 
by Baillitre, Tindall and Cox) I have been able to assemble 


‘ evidence afforded from experimental work on animals and 


from clinical cases which goes to prove that the period 
of transition from unconsciousness to consciousness, as in 
waking from sleep, is the period par excellence for the 


occurrence of epileptic phenomena. Further, a_ latent 
tendency to _ epileptic manifestations is frequently 


betrayed for the first time at this period. Although the 
example quoted relates to the normal experience of 
transition from unconsciousness to consciousness—that is, 
wakening from sleep—the period of transition from uncon- 
sciousness induced by a narcotic, by suffocation from 
immersion in water, strangulation, or other accident to 
consciousness, is associated with the same tendency as 
regards the demonstration of epileptic phenomena. The 
evidence afforded seems to me to suggest the question: 
Why are epileptic manifestations so comparatively rarely 
seen in persons emerging from narcosis?—I am, etc., 

Amsterdam, Noy. 4th. L. J. J. Muskens. 

Srr,—I note that in his letter in the Journat of 
October 2Sth (p. 806) Dr. Pinson adheres to his original 
suggestion as to the cause of ether convulsions—that is, 
that they are “‘ the outcome of the extensive action of the 
CO, in patients who are sensitive to this naturally... 
and who are under the influence of ether.’’ This still seems 
to me hardly adequate to fit all the facts. Why, for 
instance, have they only appeared during the last few 
years? I can find no reference to them prior to the 
articles by Dr. Pinson in the Journat for May 28th, and 
the late Dr. S. R. Wilson in the Lancet of the same date, 
and all the cases quoted are comparatively recent. Ether 
used to be frequently given in circumstances much more 
favourable to high CO, conte:t when closed inhalers were 
more in vogue. Why have they appeared predominantly in 
Manchester, where the bomb is probably used more exten- 
sively than elsewhere? Dr. Pinson cites eleven of his 
fifteen cases as occurring with the bomb, and the only 
other experience of true convulsions which I have seen 
reported occurred with the bomb. It may be a matter of 
pure coincidence, but it seems to justify investigation on 
the lines I suggested. 

As regards chest complications I can only say that 
Dr. Pinson’s experience has differed from mine.—I am, 
etc., 7 

Glasgow, Nov. 3rd. H. P. Farruie. 
aye pa nid Tt Me ch, 4, §5; ch, 6, §2. Part III, ch. 3; ch. 4, §3 
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CONVULSIONS DURING LOCAL ANAESTHESIA. 

Srr,—I have read with interest Dr. Liston’s letter on 
this subject in the British Meprcat Journat of October 
29th (p. 806). 

On March 6th, 1925, I extracted the right upper lateral incisor 
yf a man of about 40 years age. The local anaesthetic used 

as locosthetic, a preparation containing 0.75 per cent. of. cocaine 
So dvcelieride and one part in 50,000 of adrenaline chloride; and 
the quantity was something less than the recommended dose of 
1 c.cm., which contains one-ninth of a grain of cocaine. After 
waiting three or four minutes after the injection the extraction 
was carried out without difficulty or pain. The patient rinsed his 
mouth with two tumblers of water in succession, and then, 
probably 10 to 15 minutes after the injection, he had a violent 
epileptiform convulsion. He lost consciousness, his breathing 
became stertorous, and his skin and conjunctivae assumed a 
jaundiced hue—not en as in Dr. Liston’s case In this condi- 
tion the patient kicked a bracket table, two feet higher than the 
seat of his chair, and drove it through a plate-glass window. 

A few seconds later he recovered; but was not able to leave 
the house for an hour, at the end of which time I sent him home 
under escort in a taxi-cab. 


He stated that he had never had a fit before. On two 
occasions since 1925, using novocain, I have extracted 
teeth for this patient, without any unpleasant results.— 
1 am, etc., 


London, W.1, Nov. Ist. A. J. MAvRIce, L.D.S.Ed. 





MANAGEMENT OF MENTAL DEFICIENCY. 

Sim,—The report of the Board of Control must interest 
greatly those engaged in mental deficiency work. Taking 
the remarks seriatim : 

1. I agree entirely as to the good results obtained from 
institutional treatment, provided the cases go there early 
enough. Those institutions are undoubtedly better planned 
in which patients are disposed in separate blocks, such as 
Monyhull, and, in the case of simple epileptics, at Chalfont 
St. Peter. This arrangement allows of much more accurate 
classification, and has several other considerable advan- 
tages not touched upon in the report. I am convinced 
that any prospective colony should be arranged upon these 
lines. ‘ 

2. Marriage of Defectives.—This is so obviously undesir- 
able that no comment is needed. 

3. Sterilization.—While at once admitting that the opera- 
tion, in its most successful issue, would not obviate the 
necessity of institutions, I believe that suitably selected 
cases would relieve pressure elsewhere and afford many 
cases the greater freedom they can reasonably claim. While 
agreeing with most of what Dr. Turner (Report, p. 44) 
says, I still think that a minority, however small, have a 
claim to special consideration both on their own account, 
and also for financial reasons. I refer to this point again 
in my memorandum upon hostels. 
' 4, Ascertainment, however accurate, is not to be con- 
sidered an end in itself. It is equivalent only to acquiring 
ground for a colony and in proceeding no further. Ascer- 
tainment in Devon is commendably high. I think I may 
say that all engaged in the work here take this as a strong 
incentive to renewed activity for some tangible results to 
their labours. 

5. Supervision to a certain extent is the supplement to 
ascertainment, and, pending increased institutional treat- 
ment, is perhaps the best means of keeping in touch with 
known defectives. The size and geographical nature of 
Devon, however, make both ascertainment, and especially 
supervision very difficult—more so, I fancy, than is realized 
by the Board of Control itself. 

6. Occupation centres are admittedly excellent, and do 
much both in reaching those cases for which institutions 
have no room, and those whose parents are unwilling to 
send them from home. We have few in Devon, and, were 
there more, access to them would be difficult unless special 
transport facilities were provided. The want of them 
might conceivably be met by setting up special classes in 
some of the smaller towns and larger villages. . 

7. Guardianship.—I do not share the Board’s optimism 
with regard to tlris scheme. It is most difficult, often im- 
possible, to get the right sort of guardian in the right 
locality. Most cases suitable for modified ‘‘ discharge ’’ 
require great care in the choice of environment in every 
sense of the word, and it is most difficult to combine suit- 
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ability as regards patient, guardian, environment, anj 
accessibility. The ideal solution of the difficulty of providing 
for leave of absence and discharged cases lies in the scheme 
of hostels. These would afford the patient a feeling of pr. 
motion and change, combined with the knowledge that hy 
or she was at least a partial wage-earner; would reliey 
the ratepayers by producing a class of partial wage-earnen, 
and would afford a feeling of safety, as to the disposal of 
patients, to the authorities concerned. I am quite awan 
of the difficulties involved in the scheme, but most diffu. 
ties can be overcome. For instance, in the more rum 
districts agricultural and road work might replace the 
usual work of the more ordinary hostel. I may hen 
remark that sterilization might usefully be employed in 
many cases suitable for a hostel. 

8. Mental Deficients in Mental Hospitals.—I agree that 
this is in every way undesirable. Should the ordinary 
inmates in any way become aware of the presence of idiots 
and such-like, the effect upon their unbalanced minds. might 
be devastating. : 

9. Encephalitis Lethargica.—There is little doubt that w 
are now seeing many results of this in police courts an 
elsewhere. In looking over reports from our school medical 
inspectors I am much interested to note quite a number 
of children, classed dull and backward, who have definitely 
or indefinitely suffered from this disease. I am keepin 
a special record of these cases in order to be able to com 
pare their past and future histories. I am _ doubtfi 
whether these cases should be returned as normal to a 
ordinary school, though a large number of them ar 
certainly not certifiable under the Mental Deficiency Act. 
I am, etc., 


Exeter, Nov. 6th. Criaupr A. P. Truman, 





CONTRIBUTORY SCHEMES: HOSPITAL CLUB 


PRACTICE. 








Sir,—In your issue for October 22nd last (p. 751) you 
refer to a scheme proposed for Birmingham which, in it 
injustices, fairly beats all other schemes so far heard of. 
You express an opinion on such schemes which happens t 
be on all fours with statements made by myself at th 
July Meeting of the Representative Body (Britisn Mepicu 
JOURNAL, SUPPLEMENT, July 30th, p. 75), and it is a matter 
of surprise that so far no one has commented on thai 
opinion. It is this: 


** Contributory schemes are forms of insurance. They are just# 
much insurance as the insurance of one’s house against fire. 
is a tendency in some quarters to attempt to disguise this fact 
a haze of philanthropic zeal on behalf of the hospitals.* 
zeal is right and laudable, but it should not be allowed to Diiti 


‘the critical eye, so that it fails to scrutinize the details of, 


policy of insurance which is enacted under the guise of 
contributory schemes. A lack of care in the initiation of the 
schemes may mean a world of trouble later on, and 
strained relations between the authors of the schemes, th 
hospitals, and the contributors, which might be avoided bys 
little cool criticism at the outset.” 

Everyone who concentrates on this question must agre 
with your statement, especially had you referred in the las 
sentence to the ‘‘ private practitioners.’’ No distinctio 
can be drawn between a scheme for the provision d 
domiciliary medical attendance for services within th 
competency of a general practitioner and another schem 
for services which, as a rule, are beyond his competent. 
Both are forms of “ club practice,’’ however hidden 
a euphemism. Under both the premiums paid should 
adequate in order to make a reasonable payment to, 
practitioner for the services guaranteed by the schell 
If a practitioner refuses payment it does not make it 
less a case of club practice, whilst he lays himself « 
to the accusation that ge is underselling his prof 
colleagues; for, in fact, he places himself on somew 
lower plane than the doctor who opens a housé toy 
patients for sixpence (with medicine ninepence) 
district where half a crown is recognized by all as rea 
able. And yet at the moment this is the attitude of 
visiting staffs of hospitals. : 

The policy of the Association states distinctly that? 
beneficiaries under these insurance schemes are no longer 
be considered objects for charity, but that they should } 
required to pay, by adequate premiums, the full cost 
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benefits offered and received. The policy also deprecates the 
conduct of such schemes by hospitals. But here, unfor- 
tunately, the reasons which would appeal to the profession 
are not stated, and, if known, would show that the pro- 
posal is specially pernicious. . By conducting such schemes 
of club practice the hospitals aro intentionally roping in, 
and offering to provide in their club, many medical services 
which equally well, and with every consideration for the 
best interests of the patients, could be given either at the 
patient’s home or at the private house of the specialist, 
and be paid for direct. 

By acquiescing in clubs conducted by hospitals the 
visiting staffs, in areas where there are in addition to 
themselves medical practitioners able to give such services, 
are not only foregoing for themselves legitimate fees, but 
are, whilst being subsidized, underselling their competi- 
tive practitioners, and are therefore—possibly unknowingly 
—acting in a manner which all must own to be derogatory 
to our profession. When voluntary hospitals are taken 
over by the State, or when the provision of ‘‘ additional 
medical benefits ’’ for those in these clubs becomes a State 
concern, it will be very difficult for the visiting staffs to 
explain why from the State they should expect any more 
in form of payment than the kudos with which they were 
content when they served the clubs run by or for the 
voluntary hospital authorities. 

The general practitioner and medical specialist not on 
the staff of a hospital complain that they are being under- 
sold ; that their patients who can pay full fees are being 
deprived, in consequence of this loss of practice, of that 
up-to-date skill and experience they are entitled to, and 
that all this is harmful to the public weal. 

At the present moment many hospitals are further 
extending their out-patient and specialist departments, the 
necessity for which is in great part brought about by the 
to-be-expected increased demand for free attendance con- 
sequent on the formation of these clubs. 

It seems to be very little appreciated, even amongst 
thoso placed highest in the Association’s organization, how 
greatly these clubs are making inroads into what should be 
private practice, and increased private practice. 

The policy of the Association which would meet all the 
difficulties of the situation is succinctly stated in the 
resolution' appearing on page 74 of the Supriemwent of 
July 50th last. If the visiting staffs of voluntary hospitals 
would bestir themselves and, linking up with the Division 
(or Branch) organization of the Association, thrash out on 
application of that policy which would apply to their area, 
securing its acceptance by their governing body, it would 
prevent the trouble, friction, strained relations, and dis- 
eussion in our profession which are likely to extend, and: 
to which you refer.—-I am, etc., 


Hove, Nov. 5th: E. Rowrtanp Fornerciu. 





HOSPITAL POLICY. 
_ Sm,—Mr. Connell, in his letter of October 8th (p. 661), 
is to be congratulated on bringing to the front facts which 
are either not known,-or, if known, deliberately kept in 
the background in discussions on hospital policy. As a 
general practitioner I venture to mention a few points and 


. @xpress a few opinions which, I think, will lend support 
,. to the statements contained in Mr. Connell’s letter. 


[t is common knowledge, at least in this part of 


», Birmingham, that Dudley Road Hospital has become, 
| Within the last five years, the best and most progressive 
; hospital in tho city. Why is it that a Poor Law hospital 
, has so suddenly and so quickly emerged from “ infirmary ” 
Prejudice into such a high position in popular estimation ? 


he reasons are not far to seek. To the wage-earning 


, ¢lass the first question that arises when hospital treatment 


is required is, How soon can it be commenced? Thcse 


a People desire to get into hospital as soon as possible, while 
. 8b the same time they demand the highest standard of 





' The resolution referred to is as follows: ‘‘ That the visiting medical 
staffs of hospitals should seek to secure arrangements with is of 

spitals for the satisfactory recognition of their services in accordance 
with Section XII of the Voluntary Hospital (United Kingdom) Policy of 
the Association, since any laxity in securing such ition is 
detrimental to medical work of al] kinds and ultimat 
General public” 


to the. 





treatment: it is erroneous to believe and imagine other- 
wise, Dudley Road Hospital meets these requirements. 

The voluntary hospitals, on the other hand, are quite 
incapable of dealing with the large number of patients 
requiring hospital treatment in Birmingham. True, the 
number of beds is limited, but it is strange that, if a 
patient is in a position to pay a consultant a fee before- 
hand, he can, in my experience, obtain admission within 
a day or two of the day on which the consultation took 
place. If no fee is forthcoming, his name is put down on 
the waiting list, the period of waiting being anything from 
six months to three years, Such a long wait is both 
irksome and irritating to a working man, and tends to 
lead to a state of mind which is certainly not conducive 
to improvement in his general health. 

Many get tired of waiting and ask me to send them to 
Dudle dad Hospital; many, knowing too well of the 
difficulty of getting admitted to a voluntary hospital, ask 
me to send them to Dudley Road Hospital; while many— 
I think I could say most—now express a keen desire to go 
to that hospital. 

In view of these facts it is little wonder that most of 
my patients receive hospital treatment, when required, at 
Dudley Road Hospital; it is the hospital of choice. I am 
able to get them admitted in either of two ways. First, 
by giving them a note to the relieving officer. Secondly, 
by giving them a note to attend the out-patient department 
of the hospital. The second method is new, and is due to 
the formation of a splendid out-patient department by the 
medical staff of the hospital. All emergency cases are 
admitted by the first method, and all less urgent cases by 
the second. 

Mr. Connell, in my opinion, is rightly indignant, and is 
fully justified in saying that Mr. Herbert Eason’s deduc- 
tions are erroneous as regards Poor Law hospitals, and in 
particular as regards the hospital under discussion. I have 
no hesitation in saying that no hospital, either teaching 
or non-teaching, works with a higher professional standard 
or at a higher pressure than Dudley Road Hospital. 

It is true that the medical staff can devote most of their 
time to the work of the hospital—they are not dependent 
on private practice for a livelihood—but is it fair to have 
this hospital, which, I maintain, is working at as high a 
pressure 2s a voluntary hospital and is absolutely essential 
to the general practitioner and the public, understaffed 
while the voluntary hospitals, which are not able to meet 
the demands made on them by the general practitioner and 
the public, would appear to be overstaffed? I do not think 
this is fair, but it will continue as long as the medical 
profession clings to the voluntary system. 

Why does the profession cling to the voluntary system? 
Surely it is honest enough to realize that it is a system 
which can never supply the needs, in proper fairness, of 
the public, and to acknowledge that, at present, the Poor 
Law hospitals are making a great effort to meet those 
needs. These efforts are entirely on the part of the medical 
staffs, and I feel that they are to be congratulated on 
fighting such a hard battle, for they are opposed by a Poor 
Law system which tends to hamper and retard progress, 
and they are not receiving from their own profession the 
support and recognition they deserve. 

Let us, as soon as possible, have a unified hospital system, 
but do not let us make the mistake of having it controlled 
by either a voluntary medical staff or a well meaning but 
incompetent lay body.—I am, etc., 

Wrirt1um McC. Macpnrrson. 





Birmingham, Oct. 23rd. 


DENTAL RADIOGRAMS IN DIAGNOSIS. 

Srr,—Mr. Badcock’s letter of October 22nd (p. 755), on 
dental radiograms in diagnosis, raises a question of the 
utmost importance to both medical and dental practi- 
tioners. Very few would disagree with the statements 
made, but the issue is much wider, I believe, than the 
interpretation of dental radiograms. The relation between 
the doctor and the dentist certainly could be improved. 

A greater knowledge of dental pathology would appear 
to be the solution for all practitioners.. The dentist can- 
not know a special form of pathology without being more 
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widely acquainted than at present with the general prin- 
ciples of the subject. The medical practitioner has little 
opportunity of acquiring knowledge of dental diseases; the 
curriculum for any examination does not demand such 
knowledge, and, if demanded, hardly any examiner under 
the present arrangements is capable of conducting such an 
examination. 

The number of medical students attending the dental 
departments of the hospitals for information, beyond that 
of extraction of teeth, is remarkably few. In fact, for the 
most part,, medical men know nothing of dental diseases or 
their pathology. The commonest interpretation is that 
discoloration constitutes disease; frequently have I known 
a tooth stained black by the application of silver nitrate 
to be regarded as the worst tooth in the mouth. These 
remarks may be thought too severe, but I would not have 
them so interpreted, for until recent years only the few 
have regarded pathological changes connected with the 
teeth as of great importance. , 

What seems to have happened is that the medical practi- 
tioner, possessing in radiograms his only form of informa- 
tion upon dental conditions, has credited them with an 
excessive value, whilst the dentist, with a limited knowledge 
of pathology, has done the same. 

Stereoscopic radiograms, when obtainable, are of greater 
value than simple films or plates, but each is made through 
such a thickness of bone that unless a marked change has 
resulted little information can be derived. 

In the future some knowledge of dental conditions must 
be acquired by all medical men. The real issue, therefore, 
is educational. Can the curriculum be extended? I feel 
sure the time will come when all special departments will 
have to be attended and a separate examination conducted 
upon the elementary principles of each of these special 
subjects.—I am, etc., 


London, W.1, Nov. 1st. W. Warwick James. 





“THE HISTORICAL ASPECTS OF QUACKERY.” 

Sir,—I should like to thank Professor Clark for assuring 
me that his remarks were not to be applied to the general 
body of doctors using Abrams’s methods in England, but 
also to remind him that my misinterpretation of his words 
was perfectly excusable since he chose to bracket qualified 
doctors with quacks. On this account I maintain that his 
attitude really remains as indefensible as ever. I have 
sufficiently laboured the point that no qualified doctors, 
not even Abrams, can legitimately be bracketed with 
quacks by Professor Clark just because their views appear 
mistaken to him. Scientific criticism is possible without 
doing this sort of thing. For example, his views may 
also appear mistaken. If he had an intractable disease, 
several cures of which he observed to occur as the apparent 
result of a weird procedure, he would try that procedure 
himself, and his chief motive, as he well knows, would not 
be an underlying belief in magic. For this and other 
reasons I regard his views on the historical aspect of 
quackery as largely mistaken, but I do not therefore scorn 
them and bracket him with quacks. So far as I can see, 
escape from my criticism is only possible if he shows that 
I am under another misapprehension and that his remarks 
on quack practice were not applicable to any persons who 
possess or possessed medical qualifications equal to his own, 
whatever the nature of their beliefs. 

I await his reply with interest, in the hope that I may 
be proved still further mistaken in my interpretation of 
his remarks.—I am, etc., 

London, W.1, Nov. Sth. J. Kenetm Rew. 

Sir,—War experience should have taught Professor Clark 
that in getting out of an untenable position he should act 
as a man with all due apologies. He now seems to have 
dropped both Abrams and Hahnemann, but he cannot get 
out of his head his idea, and that of nobody else, “ that all 
diseases can be both diagnosed and treated by means of two 
boxes containing some simple electrical apparatus.”’ He 
knows perfectly well that Abrams never confined himself to 
‘‘two boxes,’’ but was always trying something new. He 
often said that a problem solved is a problem dead, and 
rushed off to something else which his fertile brain saw 





required solving. He did much more investigation of 
psychology than my friend Dr. Kenelm Reid, who at last 
has extracted a feeble apology from Professor Clark. 

Some of Abrams’s latest work was much on the same 
lines as that of Dr. Bissky. They were both investigating 
psychology on a physical basis, and, inter alia, they deter. 
mined when a man is speaking the truth. Although 
Professor Clark was, I believe, in London during the two 
visits of Dr. Bissky I have not heard of him or any other 
person from Tavistock Square attending any of Dr, 
Bissky’s demonstrations. So far as I know there is only 
one of Dr. Bissky’s diagnostic apparatus in this country, 
and that is in the possession of an Abrams practitioner. 

However simple the boxes may be in Professor Clark’s 
estimation, they work, and that is the great point. There 
is no standing still in Abrams’s methods any more than 
there is in wireless. Marconi says, ‘‘ we are just entering 
what may be called the field of vibrations, a ficld in which 
we may find more woaders than the mind can now 
conceive.’’ ; 

Abrams tried hard to abolish the personal equation, and 
substitute a mechanical contrivance for the human subject. 
Brunori is at present working on the same lines, but 
personally I am very doubtful about the wit of man ever 
being able to produce anything so delicate and reliable as 
the human nerve reflexes We have always had the artist 
and the copyist; the latter should try as far as possible to 
imitate and emulate the former. 

I would advise Professor Clark before he again ventures 
into print to try and get a knowledge of the subject with 
which he is dealing, and before again attacking Hahnemann 
he should see Dr. Boyd of Glasgow, who will teach him 
a little physics as well as homoeopathy.—I am, ete., 


London, Nov. 4th. JAMES Barr, 


ULTRA-VIOLET RADIATION AND VARICOSE 
ULCERS. 

Sir,—Dr. Dore’s letter (October 22nd, p. 757) raises the 
following points: (a) My comments in the British Mepican 
Journa of September 10th (p. 472). (b) The indiscriminate 
use of actinotherapy and exaggerated statements of the 
results. (c) The role of ultra-violet radiation in the treat- 
ment of varicose ulcers. 

(a) My comments were made to draw attention to the 
wide divergence of opinion among dermatologists as to the’ 
value of actinotherapy. The following summary of the 
views of dermatologists who took part in the discussion on’ 
Dr. Dore’s paper at the Annual Meeting of the British 
Medical Association (JournaL, August 13th, p. 255) will 
make this point clear. 

Chronic Septic Ulecrs.—Dr. 8. E. Dore: Benefited by ultra-violet 
radiation. Dr, F. Gardiner: Useless. Dr. A. C. Roxburgh: Most 
+~o (Adults)—Dr. Gardiner: Aggravated. Dr. W. J. 
O’Donovan : Improved. 

Acnc.—Dr. O’Donovan: Doubtful. Dr. 
Dr. Dore: Inferior to z ray. 

Psoriusis.—Dr. O'Donovan: Very occasional benefit. Dr. 
MacCormac: Very variable results. Dr. Gilchrist (U.S.A.): Opti- 
mistic. Dr. Dore: Little permanent improvement. 

This difference of opinion amongst dermatologists was 
not confined to the above meeting. More instances could 
be quoted—for example, Proceedings, Royal Society éf 
Medicine, March, 1927, Section of Dermatology, page 48 
(558) : 

Prurigo of Besnicr and Rasch  - | O'Donovan : Pro- 
longed light therapy most successful. Dr. G. B. Dowling: Had 
never seen any remarkable result from even six months’ treatment 
with the quartz lamp, 

These differences of opinion, it is suggested, are due to 
difference in technique adopted by the above observers. 
None of them, however, actually mentioned what technique} 
had been adopted in the different conditions treated. If 
the technique had been similar the results would have been* 
more uniform. s, 

(b) This is too big a subject to be adequately dealt with! 
here. The worst offenders are the people who have recently 
bought lamps, their training and knowledge of the subject 
being obtained from a manufacturer’s pamphlet. Having 
bought a lamp, it must be used on every possible occasion,” 
and to justify its use good results must be claimed. 


Gardiner: Improved. 
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(c) Dr. Dore admits that varicose ulcers benefit by uitra- 
violet radiation, but evidently does not consider that it 
should be adopted as a routine method. What are the 
contraindications? All varicose ulcers are septic. All 
varicose ulcers are surrounded by skin with defective 
nutrition. New epithelium must be stimulated to grow 
over all ulcers. If ultra-violet radiation is of value in 
these three factors in some ulcers, why not in others? It 
may not be necessary to resort to ultra-violet rays in small 
recent ulcers, but the problem is the large chronic ulcer in 
which the old methods have failed, even when the patient 
is at complete rest, and where surgical intervention has 
given no relief, 

With ultra-violet radiation I have succeeded in healing 
ulcers which had remained open in spite of continuous 
treatment for periods varying from twenty-four to five 
years.—I am, etc., 


London, W.1, Oct. 24th. M. WEINBREN. 





PAROXYSM OF AURICULAR FIBRILLATION. 

Sir,—Dr. Arbour Stephens has done well to draw atten- 
tion to the singular communication of Dr. Brewis, under 
the above heading, in the Journat of October 1st (p. 595). 

In this letter a case, diagnosed as auricular fibrillation, 
is described as exhibiting an impulse in the auricular area 
which could be both ‘‘ seen and felt ’’; further, that 
“the auricular systole was distinctly heard.’”? Auricular 
fibrillation is a morbid state which shows us disconnected 
contractions of the individual auricular fibres, the result 
of which is complete paralysis of the auricle. It is possible 
that the contractile power of the fibres is undiminished, 
and that the paralysis results not from-lack of power 
output, but solely from lack of concerted action. As it 
stands, Dr. Brewis asserts that a paralysed auricle yields 
an impulse which can be seen and felt, and is audible, 
quod est absurdum, for he will not contend that the 
fibrillary contractions will be visible, palpable, and audible. 

From a clinical standpoint it would be better if cases 
of auricular fibrillation were labelled paralysis of the 
auricle, the consequence of inco-ordination of the fibrillary 
contractions—this so far as the auricle itself is concerned. 
We know, however, that at a pinch the circulation can 
dispense with the auricular systole, and that our concern, 
as physicians, is rather with the irregular action of the 
ventricle which attends upon the auricular fibrillation, and 
which may seriously impair the ventricular output; but 
that is another matter.—I an, etc., 

London, W.1, Nov. 5th. HARRINGTON Sainsbury. 





PYREXIA DURING THE PUERPERIUM. 

Sir,—The legislative distinction between fever and 
pyrexia, to which Dr. Hebblethwaite draws attention, is 
indeed a cause of confusion. Surely no one will deny that 
these words differ only in their derivation: the one from 
Latin, the other from Greek. Any dictionary confirms this. 

Would it not be simpler to add the word ‘ major” 
or ‘minor ’’ to whichever of the two specified degrees of 
puerperal febrility—call it fever or pyrexia, as you will— 
has to be notified? Statistical and administrative 
purposes would be equally well served, and tle philologist 
would not be left wondering.—I am, etce., 


B. Fraser Beatson, M.R.C.S., D.P.H., 
Edinburgh, Nov. 6th. Major late I.M.S. 





THERAPEUTIC ABORTION, 

Sir,—Dr. P. P. Dalton says in his letter (November 5th, 
p. 849) that ‘‘ abortion is never justified,” so he naturally 
deplores the term “ therapeutic abortion,’? and he even 
asks what it means. It surely means abortion performed 
by a medical practitioner on purely medical—that is, patho- 
logical—grounds, the adjective differentiating it from that 
which is done on other grounds, and which is still illegal, 
except perhaps in cases of pregnancy following rape. To 

protect family life’’ is certainly vital, and abortion 
obviously does so where it preserves the health or life of 
the mother of a family.—I am, etc., 

London, S.\V.7, Nov. 5th. Binnie Duntor, M.B., Ch.B. 


Medico-Legal. 


ACTION FOR NEGLIGENCE AGAINST A SURGEON. 
In the King’s Bench Division last week, before the Lord Chief 
Justice and a special jury, an action was heard in which 
Miss M. R. Beckh claimed from Mr. Neil Sinclair, F.R.C.S., 
a London -surgeon, damages for personal injuries caused by 
a burn during an operation. The defence was a denial of 
negligence, and Mr. Sinclair counterclaimed £15 5s. as fees for 
his treatment. 


Mr. Malcolm Hilbery, in opening the plaintif’s case, stated that 
her complaint was that during the performance of an exploratory 
rectal operation under an anaesthetic the defendant permitted 
her to be severely burned on the right knee by a hot-water boitie, 
which the nurse, Miss Verney, had left in the bed. Counsel 
argued that there had been carelessness for which Mr. Sinclair 
was liable, because the surgeon was responsible for the negligence 
of the person who assisted him at an operation and was under 
his control. 

In her evidence bearing out counsel’s opening statement, Miss 
Beckh described the after effects of the injury, and showed the 
members of the jury the scar on her knee. In cross-examination 
by Mr. Neilson, K.C., she could not recall the nurse having told 
her that the accident was entirely her fault. ‘‘ Did she not tell 

ou that the burn happened because she forgot to remove the 
Loaeter bottle from your bed before the doctor came?” “‘ No, 
I cannot remember that. I do not agree with it.’ 

Mr. Cecil Wakeley, F.R.C.S., stated that he examined the 
plaintiff on November 18th last year—the operation having teen 
performed on March 3lst—and found evidence of a burn of 
the third degree; the nerve endings were left exposed in the 
scar, He agreed, in cross-examination, that certain duties at 
operations were usually left to nurses, and that while a surgeon 

erforming an examination was in general control he could not 

e watching, for instance, the effect of a hot-water bottle in the 


ed. 

On behalf of the defendant Mr. Neilson submitted that there 
was no case to go to a jury, but his lordship said he would not 
stop the case at that stage. Mr, Neilson, continuing, said that 
Miss Verney, a highly qualified nurse, was employed by the 
plaintiff. Before the doctors arrived for the operation Miss Beckh 
asked to keep the hot-water bottle which she had in bed with 
her, and Nurse Verney assented, meaning to take it ovt when the 
anaesthetic was begun; she forgot to do so, however. Neither 
Mr. Sinclair nor the anaesthetist, Dr. Brice Poole, had any idea 
that the bottle was in bed while the operation was in progress, 
nor had they any reason to think there might be one. The nurse 
was in no sense the surgeon’s servant, although it was true that 
he had power to ask her to do something, and if in carrying out 
such an instruction an accident happened, he might be responsible. 
In this case, however, the defendant was not responsible for what 
eccurred. So far as those duties were concerned which nurser. 
always carried out, a nurse was not the doctor’s servant. 

Mr. Sinclair, in the course of his evidence, said it was not until 
after his examination that he discovered the bottle, which was 
then in the region of the patient’s knees. During the operation 
his attention was directed entirely to what he himself was doing. 
In cross-examination by Mr. Hilbery he said that the idea that 
the patient might have a hot-water bottle in bed did not occur 
to him, He took no steps to see if there was one, but if he had 
found one he would have removed it. It was the duty of the 
nurse to see if such a thing remained in the bed. 

Nurse Helen Verney gave evidence bearing out Mr. Neilson's 
references to her in his opening speech. It had been her intention, 
she said, to remove the bottle after the patient had settled down, 
but she forgot about it. Mr. Sinclair could not have seen the 
hot-water bottle unless the bedclothes were turned down. After 
Miss Beckh came round from the anaesthetic she told her that 
an unfortunate accident had happened for which she, the nurse, 
was entirely responsible. 

Dr. T. Brice Poole, the plaintiff’s usual medical attendant, who 

ave the anaesthetic, said it was the nurse’s duty at an operation 
o seo that the patient was ready for the surgeon in every 
compe, and part of her duty was to attend to the hot-water 

ttles. 

Mr. Donald Armour, F.R.C.8S., surgeon to the West London 
Hospital, in giving evidence for the defendant, described the 
modern surgical operation as a ritual carried out by a_team, 
each member being trained in his or her particular duty. It was 
the nurse’s duty to see to the hot-water bottles in the course 
of preparing the patient for operation. The modern nurse, he 
/added, was a highly trained and skilled technician, not a surgical 
“‘tweenie.’? He would not regard it as part of his duty to ask 
the nurse if there was a hot-water bottle in the patient’s bed. 

Mr. H. 8. Souttar, F.R.C.S., surgeon to the London Hospital, 
said that unless there was a separation of the functions of the 
operator, the anaesthetist, and the nurse, it would be impossible 
to carry out modern surgery. It would be most dangerous for 
the surgeon to let his attention stray to any matter beyond that 
on which he was immediately engaged. It was one of the nurse’s 
functions to look after the hot-water bottles. 





Judgement for Defendant, 

Tho Lord Chief Justice, at the conclusion of the evidence for the 
defendant, withdrew the case from the jury, and entered judge- 
ment for Mr. Sinclair, holding that there was no evidence of 
negligence on the defendant’s part to go to the jury. In doing 
so he said he would say nothing on the queslion of whether there 
was any real negligence on the nurse’s part; it was easy to 
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wise after the event; what happened might well have been a pure 
accident. He was satisfied that the surgeon was not responsible 
for the negligence, if negligence there were, on the part of the 
nurse. It was common ground that the nurse was to be paid by 
the patient, and in his lordship’s opinion she was not the servant 
or agent of the operating surgeon. He thought it was the nurse’s 
duty to see to the hot-water bottles, and he saw no evidence at 
all of negligence on Mr. Sinclair’s part. It was a far-fetched 
en, for which his lordship found no support in the 
evidence, to argue that the surgeon should have satisfied himself 
that there was no hot-water bottle in a position likely to cause 
injury to the patient. He held, therefore, that there was no 
case for the jury to consider. Even if the case had gone to the 
jy and they had decided in the plaintiff’s favour, he would in 
aw have entered judgement for the defendant. 

Judgement was entered for the defendant both on the claim and 
counterclaim, with costs. Mr. Sinclair’s defence was undertaken by 
Messrs. Hempson, instructed by the Medical Defence Union. 








Gnibersities and Colleges. 


UNIVERSITY OF LONDON. 
Formation oF A Mepicat Grapvuates’ Society. 

Steps have been taken within the last few months to bring the 
University of London into line with some of the older univer- 
sities by the formation of a society of medical graduates of the 
University. It is proposed that the society shall se no political 
activities, and that its objects shali be: (1) To bring medical 
graduates of the University of London into closer touch with 
their University and with one another; (2) to keep in touch 
with overseas medical graduates of the University. 

An inaugural dinner for the formation of the society and 
the appointment of an organizing committee will be held at 
the Langham Hotel, Portland Place, W.1, on November 25th, 
at 7.30 p.m. Sir StClair Thomson has kindly consented to 
preside, and already some seventy-five graduates representative 
of the medical schools in London and the provinces have 
signified their intention to be present on the occasion, when 
full details of the proposal will be laid before the gathering. 

All medical graduates of the University are eligible for 
membership of the society, and those who desire to become 
members and attend the inaugural dinner are asked to write 
to the acting honorary secretaries, Miss Dorothy C. Hare, 
C.B.E., M.D., or Charles A. H. Franklin, M.D. (at 124, Harley 
Street, W.1). All applications for the dinner must be received 
not later than November 21st. 

A cheque for the amount of the dinner ticket (10s. 6d., 
exclusive of wines) and drawn to the Acting Honorary 
Treasurer, University of London Medical Graduates’ Society, 
should be forwarded at the time of the application. 





The following have been recognized as teachers of the University 
in the subjects indicated at the London School of Medicine for 
Women: Dr. L. 8S. T. Burrell and Mr. EK. W. N. Hobhouse 
(medicine); Mr. P. Jenner Verrall (surgery—orthopaedic surgery). 

The Vice-Chancellor has appointed Mr. G. T. Mulally as fifth 
Associate Examiver in Surgery, to act, if required, in place of 
Mr. E. Rock Carling, resigned, and Dr. R. Donaldson as Associate 
Examiner in Pathology, in the place of Professor Adrian Stokes, 


deceased. 
The Imperial Chemical Industries has given £50 towards the 
establishment of the proposed Chair of Dietetics. ° 

Sir William J. Collius has been nominated as a member of the 
Royal Sanitary Institute and Sanitary Inspectors’ Examination 
Joint Board. 





UNIVERSITY OF CAMBRIDGE, 
Sir FREDERICK GOWLAND Hopkins, F.R.S., geotemer of bio- 
chemistry, Dr. Louis Cobbett, aud Mr, G. E. Wherry, M.Chir., 
have been appointed by the Board of the Faculty of Medicine to 
serve on the M.D. Committee until September, 1928. 


NATIONAL UNIVERSITY OF IRELAND. 

THE adjourned yearly meeting of Senate was held on November 4th. 
The following awards were made :—Travelling Studentships: 
Natural Science, J. J. O. Buckley; Anatomy, E. Keenan; 
the Dr. Henry Hutchinson Stewart Medical Scholarship in 
Physiology, ‘I’. J. Cunningham. 

he Senate decided that a covers Seteatehip in physiology 
should be offered for competition in 1928. 

The Senate further decided that a special final medical 
examination should be held in January, 1928, provided that 
70 candidates enter and pay a special entry fee of £5 before 
December Ist. 

The Senate also decided that the Dr. Henry Hutchinson Stewart 
scholarships in arts, in medicine, and in mental and nervous 
diseases should be offered for competition in 1928. 

The following candidates have been approved at the examinations 
indicated: 

. J. O’Connor. J. O’Shea, 

MD BOL, BAC *W. J. Roche, *J. A. Timoney, *H. R. Clein, *G. P. 
Costello, *J. 8. Murphy, W C. Burke, A. Burns, F. J. Carney, 
Anne M. C. Chauvire, J. Cribbin. G. F. Cullon, E. F. Drum, A. A. 
Dunlevy, F. H. Eard'sy, J. A. Fisher, W. Heron, T. J. Kirby, 





.of healing should be.”’ 





J. J. MacAndrews, J. McCambridge, . McDonnell, J. F. McGovern, 
J. M. McGrath, P. J. McNally, B. Maguire, D. Murphy, Nora 
Murphy, W. P. A. Murphy, T. F. O’Carroll, M. O'Connor, J. G, 
O’Donnell, M. R. O'Hanton, K. O’Loughiin-Doherty, J. H. ©'Neiil, 
M. J. O'Sullivan, T. !{ Quinn, P. KE Sweeney, M. Wa'dron. Ex. 
empted from further examination in Part I (Medicin« and Pathology) 
—D J Geraghty. Exemptei from further examination in Pars IJ 
(Surgery, Ophthalm: logy, and Midwifery)}—J. P Bourke. J. H. Burns, 
F. Carroll, P. J. Daly, Agnes Glover, J. D. Grant, F. A. McDonald, 
M, A. McDwyer, J & 8S. McLxughiin. T. 8. McManus, L. Murphy 
J. G. O'Reilly, M. T. O'Reilly, J. M.J. Rvan,M.G. Walsh Exemp’ 

from further examination in Patholozgy—J. H. Burns, Catherine K, 
Cunningham, M. Dilon, Agnes Glover, M. A. McDwyer, T. §, 
M>:Manus, M. G. Walsh. 

* Second Class Honours. 

D.P.4.—Josephine (Mrs.) “larke, D. KR. Cotter, tJ. J. Coyne, tP. J, 
Delaney. M.B., tJ. Duffy, B.A.O., tJ. Hannan, Brigid Lyons Eveleen 
J. O’l rien, Teresa M. Scott, Uni (Mis.) Walsh Part I—Hanorg 
Casey. Second Ciass Honours in Part II—J. Duffy, M.'3., B.Ch,, 
B.A.O., J. + annan. M.BK.. BCh., B 4.0., J. J. Coyne, B.A., M.B., 
B.ch., B.A.O., P. J. Dela: ey. M.B., B.Ch., RAO. 

+ Second Cl:-s Honours in Part II. 

DreLoma IN MENTAL DisEasEs.—P. J. Ca-sin. 





ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
THE following successful candidates were admitted on November 
4th: Members and Licentiates: R. C. Cummins, C. H. Carruthers, 
R. E. Steen. Liceutiate in Midwifery: C. H. Carruthers. 





—— 





Obituary. 


H. P. CHOLMELEY, M.A., M.D.Oxon., 
Formerly Assistant Editor of the Lancet. 


Ir is with much regret that we have to record the death, 
on October 30th, at the age of 68, of Dr. H. P. Cholmeley, 
who was for many years a member of the editorial staff of 
the Lancet. His scholarly writings on the history of 
medicine and many other subjects were highly appreciated 
by all who value good taste, wide learning, and careful 
literary workmanship. 

Henry Patrick Cholmeley was the only son of a medical 
officer in the East India Company’s service who died when 
he was an infant. From Eton he went to Magdalen 
College, Oxford, with the reputation of a sound classical 
scholar, and after graduating in arts began the study of 
medicine, which he continued at St. Bartholomew’s Hos 
pital. He took the M.A. and M.B. degrees and _ the 
diploma of M.R.C.S. in 1886, and proceeded M.D. in 1904, 


Among the early appointments held by him were those of’ 


house-surgeon at St. Bartholomew’s, resident medical officer, 
at the Victoria Hospital for Children, medical registrar, 
at the North-West London Hospital, and honorary physik 
cian to the Kensington Dispensary. Then after some, 
years of general practice in Kensington he joined the 
indoor editorial staff of the Lancet in 1895, and began the) 
happy association with that journal which was only brokem 
by his death. Of his work there interesting glimpses an 
given in the memoir, to appear in to-day’s issue, from) 
which we are allowed to quote: 


** At the Lancet his work, both within and without the office, 
was untiring and of a very varied nature. For the duties 
a sub-editor he had a great distaste and, indeed, he was quite 
unfitted for them. There soon became no question of expecting 
him to prepare contributions for the press in any orderly way, 
or to conform closely to any official pattern. But he was 8 
first-class judge of literature, general and medical, and in both 
fields his range of reading had been catholic, while his power 
of recalling what he had read and where he had read it was 
remarkable, especially as his references were drawn from such 
varied sources. Not a facile writer, his leading articles 
editorial communications were produced with difficulty, and 
seldom gave satisfaction to his fastidiousness, but his accu 
was unfailing, his approach to a subject was logical, and | 
ideals that he put forward were always lofty yet never prigg 
As a reviewer he was generous to all writers save the pre 
tentious and those who simulated a scholarship or cultuf®) 
which they did not possess. Many of his notices of books 
the form of little essays on the subject matter, in which | 
would give reasons for his judgements, a procedure whi 
would sometimes lead to letters from the writers to th 
unknown critic, seeking further information. This would" 
usually occur when the work was one of medical history, @ 
which he was deeply read, as his own contribution to 
branch of study shows. For Cholmeley’s work, John of 
Gaddesden, is a model of what contributions to the long story 


1 


This book, John of Gaddesden and the Rosa Medicinat, 
was published in 1912, a few years after its author’s heal 
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had obliged him to give up work in a London office and 
make his home in the country. John of Gaddesden, who is 
depicted therein as the central figure of fourteenth century 
medicine in England, compiled his famous treatise the 
Rosa Anglica or Rosa Medicinae in 1314, and the sugges- 
tion has been made that he was perhaps the original of 
Chaucer’s ‘‘ Doctour of Physic ’’ in the Prologue to the 
Canterbury Tales. In writing about him Cholmeley 
collected everything from mediaeval literature that bore 
on the subject; the book is a storehouse of learning skil- 
fully displayed and a solid contribution to the history of 
medicine. His many other writings are for the most part 
scattered anonymously through the volumes of the Lancet 
for the past thirty years, but a few biographies from his 
pen may be found in the second Supplement to the 
Dictionary of National Biography. Books, flowers, music, 
and the company of old friends were the things he found 
best in life, and he had the good fortune to be able to 
indulge these gentle tastes. 

As the editor of the Lancet says of him: 

“Cholmeley always described himself as a happy man, and 
the sources of this happiness lay in his own fine character. 
Much learning left him modest, a truly charitable nature 
freed him from all bitternesses, he had no jealousies, and his 
trained mental qualities gave him the power to enjoy beauty in 
all forms.”’ 

These two sentences touch off the man as we knew him, 
and it only remains to add a word in friendly recollection 
of a scholar-physician and a colleague of former days whose 
passing makes one more blank. 


N.G. H. 





The sudden death of Dr. R. L. Rovurteper of Haydon 
Bridge, as the result of a motor cycle accident while on 
his rounds, adds another to the long list of tragedies 
whereby medical men have lost their lives in the pursuit 
of their avocation. Dr. Routledge was born at Rockhope 
in Weardale just fifty-three years ago. He studied medicine 
at the Newcastle School, and graduated M.B., B.S. in the 
University of Durham in 1899. For a time he acted as one 
of the medical officers at the Newcastle Dispensary, and 
afterwards assisted Dr. Gray of Stanhope in his homeland. 
About twenty-three years ago he went to Haydon Bridge, 
where he took over the practice of the late Dr. Callender. 
Routledge soon became well known and highly respected 


_in South Tynedale, where his practice included a scattered 


agricultural district. He was medical officer for the district, 
aid took a great interest in everything which concerned 
its welfare. He was a strong supporter of outdoor sports, 
and was actively associated with the Haydon Bridge 
Cricket Club. He was a member of the Church Council 
wy to about three years ago. In politics he was a Con- 
setvative. At the outbreak of the great war he joined 
the 4th Battalion Northumberland Fusiliers (Territorials), 
and served throughout. He took a great interest in the 
local branch of the British Legion. Professor Grey Turner 
writes of him: ‘‘ Routledge was always cheery and 
optimistic, but unassuming and very human, content to 
minister to his patients and to find recreation in his own 
home circle and in promoting the welfare of his own 
village. He will be greatly missed and mourned far and 
wide, and not least in many a lonely homestead, for 
he was kindness itself to his poorer patients. He leaves 
aiwidow and one son, who is studying for his father’s 
iefession.” 


i 
sBy the death of Dr. Eric George ALexaNnper Wemyss 
TON from lobar pneumonia, at the early age of 27, 
newrology has lost one of the most promising of its younger 
flowers. The only son of Dr. T. Wemyss Fulton, formerly 
herintendent of scientific investigations under the Fishery 
= for Scotland, and lecturer on the scientific study of 
fishery problems in the University of Aberdeen, Eric Fulton 
was, educated at Aberdeen Grammar School and University, 
where he graduated M.B., Ch.B. in 1924. He became 
clinical assistant to the West End Hospital for Diseases of 


-ths Nervous System, London, and later held successively 


tine posts of house-physician, resident medical officer, and 
M-patient registrar. In 1926 he was appointed resident 
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medical officer in charge of the post-encephalitis lethargica 
unit at the Northern Hospital, Winchmore Hill, of the 
Metropolitan Asylums Board, under the Ministry of Health, 
a post which he occupied at the time of his death, at the 
same time retaining his connexion with the West End 
Hospital for Nervous Diseases by acting as honorary clinical 
assistant in the out-patient department. At the West End 
Hospital Dr. Fulton began a series of researches into the 
comparative diagnostic value of the different physical 
signs of upper neurone lesions, their significance, and their 
explanation. In collaboration with Dr. Worster-Drought, 
he also investigated in turn every method advocated for 
the treatment of encephalitis lethargica, both during the 
acute and the chronic stage; this work extended over 
several years, and Dr. Fulton was still continuing trials 
of the later methods up to the time of his death. At the 
Northern Hospital Dr. Fulton devoted himself to the 
study of the problems involved in cases of post-encephalitis 
lethargica, and some of the results of his observations are 
embodied in the reports of the Metropolitan Asylums Board, 
though much of his work, both at this hospital and the 
West End Hospital, unfortunately remains unpublished. 
At the time when he was taken ill he was collaborating with 
Dr. 8. A. Kinnier Wilson, the consulting neurologist to the 
Board, in the preparation of a paper on certain post- 
encephalitic phenomena; his keenness probably brought 
about his death, since, anxious to complete his investi- 
gations, he carried on until he collapsed. One year pre- 
viously he had an attack of broncho-pneumonia, and for 
some months had not been in good health, yet he declined 
to take the rest advised. A colleague writes: Of kind and 
lovable disposition, Fulton endeared himself to all with 
whom he came in contact, and his loss is sorely felt by 
patients and professional brethren. Had his life been 
spared, there is every reason to believe that a brilliant 
future in neurology lay before him. 


Colonel Perer Pacer, A.M.S., T.A., who died on 
October 17th, in his 63rd year, received his medical 


education at Guy’s Hospital, and obtained the diplomas 
M.R.C.S.Eng., L.R.C.P.Lond. in 1889. After filling the 
posts of house-surgeon and house-physician at Guy’s Hos- 
pital he was appointed resident house-physician to the 
Royal Leicester Infirmary. He practised at Tenterden, 
Kent, for many years, and later in Hove, Sussex, until 
the outbreak of war. He had always been keenly and 
actively interested in the Territorial division of the 
R.A.M.C. He was gazetted lieutenant in 1896, captain in 
1899, major in 1907, lieutenant-colonel in 1918, and colonel 
in 1925. On August 4th, 1914, he was attached to the 5th 
Buffs, and went out to India in October of that year. In 
1915 he served in Arabia with the Aden Field Force, going 
into action with the Aden Movable Column. He returned 
to India with the 5th Buffs in 1916, and was invalided home 
with dysentery. After a few months’ sick leave he served 
first as member and then as president of a travelling 
medical board. About this time he was awarded the Terri- 
torial decoration. In 1918 he was appointed officer in 
charge of the military hospital at Hounslow, and in 1919 of 
the military hospital, Kingston, returning to the Hounslow 
military hospital in November, 1919. In January, 1920, 
he was appointed medical superintendent of the Ministry 
of Pensions neurological hospital at Shotley Bridge, which 
post he resigned on being appointed deputy assistant 
director of medical services to the 42nd (East Lanes) Divi- 
sion for a period of four years. He was later regimental 
medical officer to the 4th (City of London) Royal Fusiliers 
from 1923 to 1925, and relinquished this post on his promo- 
tion to colonel. He retired, having reached the age limit, 
on August 4th, 1926. He was engaged in private practice 
in London up to October 8th last, when he went into a 
nursing home for a serious operation. 


The following well known foreign medical men have 
recently died: Dr. Henry Mé&ry of Paris, member of 
the Académie de Médecine, and an eminent pediatrist, 
aged 64; Dr. ALBERT FioreNcE, honorary professor 
of pharmacology at the Lyons faculty of medicine ; 
Professor Mosset of Heidelberg, who received the Nobel 
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for physiology in 1910; Dr. Jonn Goopricu 
LARK, professor cf gynaecology in the University of 
Pennsylvania, aged 59; Professor Rupotpa Maenvs, aged 
53, who occupied the chair of pharmacology at Utrecht, 
and was the author of much valuable work in neurology; 
Professor Konrrr-PetERsEN, director of the Institute of 
Hygiene at Kiel University, aged 46; Professor Pav. 
ZweireL, successor of Credé at Leipzig in the chair of 
gynaecology and obstetrics; Professor Nicoutaas VoRrHOEVE, 
who held the chair of roentgenology at Amsterdam; 
Professor P. Kirsure, a Budapest gynaecologist; Pro- 
fessor Arturo GuzzONI DEGLI ANCARANI, director of the 
Obstetrical and Gynaecological Clinic at Modena, aged 
69; Dr. Erica Meyer, professor of internal medicine at 
Gottingen; Dr. Lovis Lavurentie, professor of obstetrics 
and gynaecology at Beirut, aged 41; and Professor Sacus, 
a Vienna dermatologist, aged 56. 








Medical Notes in Parliament. 


Parliament Resumes. 

PARLIAMENT reassembled on November 8th to finish the business 
of the 1927 session, and is expected to sit till shortly before 
Christmas. The first business taken was the Landlord and 
Tenant Bill, followed by the Unemployment Insurance Bill. 
The Government hopes to pass into law both the Mental 
Deficiency Bill and the Nursing Homes Bill, though the 
opposition to the latter may be serious and the time available 
Is scanty. 


On November 8th Colonel Lane-Fox informed Mr. Lunn that one 
of the candidates for the new post of medical adviser to the 
Mines Department had been selected and the usual inquiries 
by the Civil Service Commission were now proceeding. The name 
would be announced in about ten days. 

On November 8th Sir Kingsley Wood informed Dr. Vernon 
Davies that the question of the necessity of allowing medical 
men to preserve professional secrecy in the Law Courts with 
regard to certain diseases was still under consideration. 

n November 8th Sir Kingsley Wood told Mr. H. Williams 
that 104 schemes dealing with slum areas, covering approximately 
14,000 houses, had been confirmed. 


== 








The Serbices. 


HONORARY SURGEONS TO THE KING. 
Tue following appointments as Honorary Surgeons to the King 
are announced : Colonel Thomas Kay, D.S.O., T.D., Assistant 
Director of Medical Services, 52nd (Lowland) Division, Terri- 
torial Army, vice Colonel F. H. Westmacott, C.B.E., T.D.(ret.). 
Colonel Reginald Ernest Bickerton, D.S.0., T.D., Assistant 
Director of Medical Services, 56th (ist London) Division, 
Territorial Army, vice Colonel A. D. Sharp, C.B., C.M.G., T.D. 





DEATHS IN THE SERVICES. 
Lrzut.-CoLoneL Rosert Waters, C.B., of White Fort, Tober- 
more, county Londonderry, died on August 6th, aged 92. He 
was born at Tobermore, and éieatel at Queen’s Colleye, 
Belfast, where he was exhibitioner and senior scholar. He 
graduated M.D. in the Queen’s University, Ireland, in 1858, 
and took the L.R.C.S.Ed. in 1859. He entered. the army as 
assistant surgeon in January, 1860, was promoted to staff 
surgeon in November, 1869 (a special promotion for his services 
in a cholera epidemic at Gambia), attained the rank of brigade 
surgeon in June, 1885, and retired in April, 1890. He served 
in the Ashanti war of 1873-74, when he was present at the 
actions at Amoaful and Ordahsu, the destruction of Becquah, 
and the capture of Kumasi, was mentioned in dispatches in the 
London Gazette of March 6th, 1874, and received the medal 
with a clasp; and in the Sudan, in the Nile expedition of 1885, 
first as sanitary officer, later in charge of field hospitals at 
Korti and Abu Fatmah, was mentioned in dispatches in the 
London Gazette of August 25th, 1885, received the medal with 
clasp, and the Khedive’s bronze star, and was promoted specially 
to ltesde surgeon; thus he twice gained steps by special 
promotion, though he retired, after thirty years, without having 
attained to administrative rank. In the old regimental days 
he served in the 21st Foot, the Royal Scots Fusiliers, and later 
was seconded for service in West: Africa, where he was principal 
medical officer of the settlements on that coast in 1873. Seeards 
the end of his service he was principal medical officer of the 
Quetta district in 1888, and of the Sirhind (Ambala) district 
in 1889-90. He received the C.B. in 1891, and was a J.P. for 
county Londonderry. 





Lieut.-Colonel Henry William Pierpoint, O.B.E., Indian Medicaj 
Service, died on July 28th, aged 48. He received his medica] 
education at Liverpool, taking the M.R.C.S. and L.R.C.P.Lond, 
in 1902, and subsequently the F.R.C.S. (1905) and the D.P.H, 
(Cambridge) in 1911. At Liverpool-he took the Gee and Hok 
Fellowships, and served as junior demonstrator of anatomy, ag 
demonstrator of pathology, and as house-surgeon of the Royal 
Infirmary. He entered the I.M.S. as lieutenant on February 
1906, when he passed in first; he attained the rank of lieutenant. 
colonel on August Ist, 1925. At the beginning of the war he 
served on the hospital ship Syria, and later in the East, was 
mentioned in dispatches in the London Gazette of June LIth, 
1920, and received the O.B.E. on September 9th, 1919. Beforg 
the war began in 1914 he served on the Turko-Persian Frontie 
Commission, and after the war- was again stationed in Persig 
as residency surgeon at Bushire. For the last few years, 
however, he had been superintendent of the X-ray Institute 
at Dehra Dun. 








Medical Arius. 


THE Board of Governors hus uccided th xt for the future the 
**Caucer Charity of the Middlesex Hospital’’ shall be called 
the ‘* Middlesex Cancer Hospital.’’ The reasons for this 
change are that the Middlesex Cancer Hospital must be made 
self-supporting, and, while it will still remain closely asso 
ciated with the geveral hospital, it is desirable to recognize 
the fact that it has become a centre of treatment for cancer 
patients from the earliest stages of the disease; half the beds 
are utilized for early cases which will yield to ireatment, 
while the other half are still available for cases which, under 
present conditions, are judyed to be incurable. 


THE next session of the General Medical Council will com- 
meuce on Tuesday, November 22nd: the president, Sir Donald 
MacAlister, Br., K.C,B., M.D., will take the chair at 2 p.m, 
and give an address. : 

THE Huxley Lecture on ‘ Recent advances in science in 
relation to medicine and surgery’’ will be delivered by 
Sir Archibald Garrod, K.C.M.G., M.D., F.R.S., Regius 
Professor of Medicine in the University of Oxford, on 
Thursday, November 24th, at 3 p.m., in the out-patients’ 
hall of Charing Cross Hospital. 

Dr. HENRY DEVINE, O.B.E., will deliver the Long Fox 
Memorial Lecture before the University of Bristol on Tuesday, 
November 29th, at 8.15 p.m. The subject of the lecture is 
the reality of delusions. Vi 

THE Purvis Oration before the West Kent Medico-Chirurgic 
Society will be given by Mr. Victor Bouuey, on I riday, 
December 9th, the subject being puerperal sepsis. al 

AT the meeting of the National Institute of Industrial 
Psychology to be held on Friday, November 25th, at 5.30 p.m, 
in the Hall of the Royal Society of Arts, 18, John Str 
Adelphi, W.C., a number of investigators will describe 4 





psychology enters into the institute’s factory investigattl . 
The chair will be taken by the Earl of Balfour, President, 
the Institute. whe 
AT the annual meeting.of the Herefordshire Medical Society, 
to be held to-day (Saturday, November 12th), at 4.45 p.m., ia 
the Town Hall, Hereford, an address on chronic urinary 
infection with the Hacillus coli will be given by Sir Joha 
Thomson-Walker. The annual dinner will be held the samé 
evening at 7.30 in the Green Dragon Hotel, Hereford. 


THE annual autumn dinner of the Glasgow University 
Club, London, will be held at the Trocadero, Piccadilly, on 
Tuesday, November 29th, at 7.15 for 7.30 precisely. Sir Austen 
Chamberlain, K.G., the Lord Rector, is to be in the chair and 
the Attorney-General will be the principal guest. Glasgow 
University meu who, though not members of the club, desixg 
to attend are invited to communicate with the honorary 
secretaries, 62, Harley House, N.W.1. val 

THE annual dinner of the London (Royal Free Hospi 
School of Medicine for Women will be held at the Sa 
Hotel, Strand, W.C.2, on Thursday, December Ist. The chait 
will be taken by Dr. A. G. Phear, C.B., at 7.30 p.m. ow 

THE annual dinner of the Medico-Legal Society will be h 
in the Holborn Restaurant, London, on Friday, December 
at 7.15 p.m., with the President, Sir William Willcox, in y 
chair. dae 

THE College of Pestology will hold its annual dinner;@@ 
November 22nd at the Connaught Rooms, London, when 


William Bull, M.P., President of the College, will take the. 


chair. Among the guests will be Sir Alfred Fripp and D&M 
Leonard Hill, F.R.S. 10it 
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THE Fellowship of Medicine announces that Mr. T. G. 
Stevens will give a lecture on the treatment of uterine 
prolapse on November 14th, at 5 p.m., at the Medical Society, 
}1, Chandos Street. On November 16th Dr. 8. Roodhouse 
Gloyne will give a demonstration at the Victoria Park Hos- 
ital for Diseases of the Heart and Lungs, at 10.30 a.m., on 
the pathology of tuberculosis, and there will be a demon- 
stration by Mr. Neame at the Royal London Ophthalmic 
Hospital, City Road, at 1 p.m. On November 17th Mr. Herbert 
J. Paterson will give a clinical demonstration in surgery at 
the London Temperance Hospital, Hampstead Road, at 2 p.m. 
The lecture and demonstrations are free to medical practi- 
tioners. A special course in medicine, surgery, and gynaeco- 
logy begins at the Royal Waterloo Hospital on November 14th, 
and will last for three weeks and occupy the afternoons and 
some mornings ; on the same date ancther course commences 
at St. Peter’s Hospital, and will continue each afternoon for 
a fortnight. From November 2lst to December 17th the 
West End Hospital for Nervous Diseases will hold a series 
of lecture-demonstrations in neurology, at 5 p.m., and from 
November 28th to December 3rd there will be a post-graduate 
course in proctology at St. Mark’s Hospital. At the Infants 
Hospital and at the Blackfriars Hospital for Diseases of the 
Skin afternoon courses will be held from December 5th and 
continue to December 17th. Commencing on January 9th 
there will be a course in medicine, surgery, and the specialties 
at the Prince of Wales’s Hospital, and another in diseases of 
children at the Children’s Clinic. These courses will be 
followed by one in cardiology at the National Hospital for 
Diseases of the Heart, and in psychological medicine at the 
Bethlem Hospital. Syllabuses and tickets for these courses 
may be obtained from the Secretary of the Fellowship of 
Medicine, 1, Wimpole Street, W.1. 


THE third annual dinner of the Isle of Ely Division of the 
British Medical Association, jointly with the Isle of Ely Local 
Medical and Panel Committees, was held at March on October 
2th. During the evening Dr. G. H. Stephens was presented 
on behalf of the practitioners of the area with a gold cigarette 
case on his retirement from practice, and in acknowledgement 
of his fourteen years’ continuous chairmanship of the Local 
Medical and Panel Committees. 


AT a meeting of the Central Midwives Board for England 
and Wales on November 3rd, when Sir Francis Champneys 
was in the chair, it was decided to inform the London 
Hospital that the board was unable to accede to the request 
to suspend in respect of that hospital the rule that the first 
five patients should be intern cases. It was also resolved 
that, the University of Birmingham having arranged for the 
holding of the necessary course of lectures to pupil midwives, 
no other course in Birmingham would be recognized. The 
board thanked University College, Leicester, for establisbing 
courses of lectures and approved the scheme submitted. The 
report on the work of the board for the year ending March 
3ist, 1927, was approved and will be transmitted to the 
Ministry of Health. 


AT the twelfth conference of the National Special Schools’ 
Union at King George’s Hall, Tottenham Court Road, on 
November 25th and 26th, the subjects to be discussed will 
include the after-care of mentally and physically defective 
children, and mental deficiency in relation to crime and 
rheumatism. The honorary secretary of the conference is 
Miss H. J. Knight, 16c, Trinity Square, S.E.1. 


THE Winifred Masterson Burke Relief Foundation at 
White Plains, U.S.A., owed its origin toa wealthy founder 
who desired to relieve worthy men and women in times of 
sickness or misfortune. Opened in 1915, it has now a city 
house in New York to deal with the admission of patients 
and with the assistance to be given to them upon discharge, 
300 beds at White Plains, and one or two smaller institutions 
for older boys and coloured patients. The patients for whom 
convalescent treatment was first provided were suffering 
ffom heart disorders. Later attention was given to what is 
called psycho-neurotic or neuro-psychiatric convalescence, 
but the 60,000 patients who have been treated since 1915 
include convalescents from many diseases, both medical and 

ical. The report of the foundation for the two years 

27 gives details of the ‘reconstructive convalescent 
regimen,’ the ‘‘occupational therapies, graded into wagc- 
Work,’’ and the ‘‘play cure and psychotherapies” which 
are carried on in the buildings and their sixty acres of 
grounds. The length of stay of the patients varies from days 
to. months, with an average of three or four weeks. An 
nteresting experiment has been tried in throwing: open 
athletic fields and lawns to school and community recrea- 

Ons. This entertains the patients and incites them to begin 
milder forms of exercises. As the daily cost of each patient, 
including transportation and the admission department, is 

8 than two dollars, it would appear that the administra- 
tion is economically conducted. 





Dr. GRAHAM LITTLE, M.P. for London University, has 
been elected an Honorary Member of the Royal Academy of 
Medicine of Rome, and a Fellow of the Royal Society of 
Physicians of Budapest. 

LOUGHBOROUGH COLLEGE, Leicestershire, England, invites 
applications for the award of five open scholarships in the 
faculty of engineering, each of the value of £75 a year. The 
scholarships are open to all British subjects resident in any 
part of the Empire, and are tenable at Loughborough College 
for the period of the full diploma course. Candidates must 
be not less than 16 years of age at October Ist, 1928. _Further 
particulars and forms of application (which must be returned 
not later than April lst, 1928) may be obtained from the 
college registrar. 

Dr. G. N. HENRY, divisional surgeon to the L Division 
(Lambeth) Metropolitan Police, has retired after thirty-six 
years’ service with the Force. ° 

WE have received the first issue of a monthly journal 
entitled Revista oto-neuro-oftalmologica y de cirurgia neuro- 
légica, which was published in July at Buenos Aires under 
the editorship of Drs. J. Lij6 Pavia and Dr. Roque Orlando, 
The issue contains original articles on the photography 
of the fundus oculi, by Dr. Pavia; hemiplegia in flexion, 
by Dr. J. M. Obarrio; a post-encephalitic syndrome, by 
Drs. M. R. Castex, A. F. Camanuer, and A. Battro; and 
circumscribed labyrinthitis, by Drs. J. Basavilbaso and 
D. Sibbald; abstracts from oto-rhivo-larygological, neuro- 
logical, and ophthalmological literature, and _ society 
intelligence. 

PROFESSOR AUGUSTO MURRI of Bologna, who has recently 
reached his 86th year, has presented sets of thirty-six medical 
periodicals, including the BRITISH MEDICAL JOURNAL and the 
Proceedings of the Royal Society of Medicine, to the Medico- 
Chirurgical Society of Bologna. 

THE fourth Brazilian Congress of Hygiene will be held at 
San Salvador in December, when the subjects for discussion 
will include the epidemiology and prophylaxis of plague, 
domestic insects, biometry of children and adults, water 
supply, and prophylaxis of spirochaetosis. 

PROFESSOR KERL of Innsbruck has been nominated directo 
of the clinic of venereal diseases at Vienna in succession to 
Professor Finger. 

PROFESSOR PAUL LECENE, who occupies the chair oi 
surgical pathology in the Paris Faculty of Medicine, has been 
nominated an officer of the Legion of Honour. 








Letters, Notes, and Anstuers. 


All communications in regard to cditorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepica, JouRNAL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mepicat JourNnaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Brittsa Mepica, Jourwa are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR of the Britisu Mepicat Journat, Aitiology Westcent, 
London, 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisccra Westecut, London. 

The address of the Irish Office of the British Medical Association is 
16, South Frederick Street, Dublin (telegrams: Bacillus, Dublin; 
telephone : 4737 Dublin), and of the Scottish Office, 6, Drumsheugh 
Gardens, Edinburgh (telegrams : Associate, Edinburgh; telephone : 
24361 Edinburgh). 





QUERIES AND ANSWERS. 





«‘ INTRAMUSCULAR”’ asks for suggestions as to the best way of 
keeping syringes and needles, so that they may be ready for 
immediate use, without continued sterilization by boiling. 


“ W. G.,” who suffers from coldness of the hands, which is not 
prevented by ordinary fur-lined gloves, asks to be recommended 
some kiud of gloves or other device which will meet his difficulty, 
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SraMMERING. 

- fi. L. E.” asks for references to literature and suggestions as to 
ome treatment of a boy of 14, who began to stammer at the age 

of 6, probably as the result of a long iliness and an overation; 

he is left-handed iu writing. His mother was a stammerer in 

childhood, but has outgrown the defect. 


Sromacnh CouGuH. 

Dr. A. 8. McNEI™ (Liverpool) writes to suggest to ‘‘ M.B.Cantab.” 
that the symptoms from which he desires relief are probably due 
to abdomina! visceroptosis, the ‘ Matus” of which he complains 
being gases given off into the stomach and intestines by the 
bl vessels when, owing to the recumbent position of the y; 
they are allowed temporarily to resume an a»proximate!ly 
correct anatomical position. The cough, of course, is reflex 
vagal in character. It would be wise, no doubt, to verify the 

sition by a complete z-ray examination of the stomach and 
ntestines, and if visceroptosis {s shown to be present, a suitable 
abdominal support worn in the daytime would, I thiuk, relieve. 
A little gentle exercise of the abdominal muscles, each night and 
morning, would also be advisable. 


PREVENTION OF SCABIES. 

A WOMAN member of the profession who contracted scabies over 
& year ago has three times got rid of it, but on exch occasion bas 
been reinfected after varying periods. This she attributes to 
wearing some article of clothing which has not been thoroughly 
disinfected. Women's clothing being what it is, she asks what 
is the best disinfectant for garments which cannot be boiled. 


GLOssITIS. 

“G. C.” asks for suggestions for the treatment of a woman, 
azed 30, who has an enlarged tongue, with fissure; and patches 
of desquamation. It is intensely irritating and uncomfortable. 
The usual methods of treatment have been tried, as well as dental, 
gastric, and tonsiilur treatment, and z rays, without effect. 


INCOME Tax. 

Partnership Assessment. 
“KR. C.”’ took over a practice from August Ist, 1924. His prede- 
cessor’s figures were unknown, and he paid tax for the period to 
April 5th, 1927, on the basis of the amount of his earnings, as 
shown by accounts prepared for each of the two years to 
August Ist, 1926. -He has been assessed for 1927-28 on £515, the 
amount of profits for the previous year—that is, to August, 1926. 
He has now been asked for acopy of his accounts to August, 
1927. Has the inspector any right to alter the 1927-28 assessment 
ifthe result of these accounts should show an improvement on 
the previous year’s figures ? 

*,* No; probably there is no intention to do so, but perhaps 
the local office is desirous of getting forward with next year's 
work—that seems the only explauation of the request. 


Expenses of Employment. 

“A.D. K.” obtained an appointment as from May lst, 1927. He 
found -it necessary to purchase a car for £160, and receives an 
allowance for its use at 61.amile. He ca!culates that the cast 
of the car, inclusive of depreciation, exceeds the mileage allow- 
~ ance. He asks whether he can claim to deduct anythiug in 
respect of the purcliase of the car or the excess annual cost. 

*,* The purchase of the car represented capital outlay, and 
a0 allowance is due for that expense. On general principles 
“A.D. K.” is entitled to deduct all expenses incurred solely, 
exclusively, and necessarily iu the performance of his duties, 
but we think he will finl it very difficulé to convince the 
Commissioners that the county council allowance of 6d. a mile 
is inadequate to cover all necessary costs of travelling—for 
example, is the car of the minimum horse-power necessary for 
his work—aud if that is so, it is useless to appeal. 


Locumtenent’s Expenses. 

**Loco” has been taking locum work for the past few years 
through an agent, to whom he pays a commission of ls. for each 
£1 Ils. earned. The income'tax authorities have refuse. to allow 
him to deluct the commission as an expense. 


*,* Apparently, “ Loco ” is being assessed under Schedule E 
as for the profits of ‘employment,’ and it is agreed that the 
expeuse of obtaining employment is not deductable under the 
rules of Schedule EX. We suggest that the basis of the assess- 
ment is wrong, and that our correspondent should be assessed 
not as an employee, but asa man practising his profession ina 
special way. As such he would be asse sable un:ler Schedule D 
for the profits of his practice, and in such a case the commission 
payable year by year would properly be deductible. If Schedule E 
is the correct basis of assessment, it would seem that separate 
assessments slhou'd be made for each separate “ employmeut,” 
which presumably has not been done. 


Deduction for Use of Car. 

* PD. M. M.” states that the inspector of taxes declines to allow him 
to deduct the expense of using his car for travelling to the station 
to take trains on professional visits. 


*,* We can see no justification for the distinction. The 
professional journey starts from the professional headquarters— 
the surgery or consulting room—and the expense covers the 
whole journey out and back. 
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DISEMBOWELMENT AND SHOCK. 


Dr. E. W. Goopatt (Hemingford Abbots, Hunts) writes: In 


connexion with this oe pe (November 5th, p. 847) the following 
uotation may also be of interest. It is taken from chapter vi of 
sane's Manners and Customs of the Modern Egyptians, which wag 
first published in 1836. The writer is giving instances of extra. 
enon A feats performed, for the purpose of reward, in the 
processions of the brides of wealthy families. 


“When the Seyyid ‘Omar ... married a daughter, about twenty. 
6even years since, there walked before the procession a young may 
who had made an incision in his ab!omen, and drawn out a large 
portion of his intestines, which he carried before him on & silver tray, 
After the procession he restored them to their proper place, and 
remained in bed many days before he recovered from the effects of 
this foolish and disgusting act." 


Jane states that this incident was described to him by an eye 
witness. But was the latter pulling the former's leg ? 


CONSTIPATION IN INFANCY. 


Dr. W. J. BuRNS SELKIRK (Erdington, Birmingham) writes: When 


is a baby gy woe A coustipated? When rectal examination by 
the little finger determines the presence of a mass of faeces 
which the baby cannot pass? The rectum of the ** constipated” 
is often empty. If, when a baby defaecates, the motion is sof, 
there has vot been constipation. oe or perfect 
digestion a only give one action in forty-eight hours. Even 
at some wellare centres syrup of figs is unjustly advised, the 
natural reflex thereby impaired, and a drug-taking child and 
adult likety to result—then justifiably labeiled ‘‘ constipated.” 
Most ‘‘ constipated"? babies are not constipated till submitted to 
human interference. 


TREATMENT OF VARICOSE VEINS BY INJECTION. 


Dr. T. C. GREENE (American Presbyterian Mission, Peking) 


writes to call attention to a case of death following injection 
for varicose veins recorded by Dr. O. A. Olson in the Journal of 
the American Medical Association (August 27th, 1927, p: 692), 
Dr. Greene writes: A woman of 33 developed varicose veins 
during her first preguaucy. Two children, the youngest aged 2, 
were living and well. In 1924 she aborted in the second month, 
The Wassermann reaction was negative. No rupture of the 
veins occurred, and she was treated with elastic stockings until 


’ June, 1927. So we have a typical, uncomplicated case of varicose 


veins of several years’ duration. On June 3rd and June 8th she 
received injections of salt solution and calorose. ‘she felt 
perfectly well until June 13th, when at 5p.m., while playing 
with her children, she fel! dead.’’ Autopsy showed (1) varicose 
veins; (2) phlebitis and thrombosis of the right internal saphenous 
vein, the thrombus exhibiting a broken-off end; (3) pulmona 
embolism. It may be advanced that another solution wou! 
have given a happier result. If the rationale of this treatment 
is to produce a sterile phlebitis and consequent thrombosis tl 
waders principle would seem dangerous, no matter what 
agent used. To produce a thrombus, or to risk prolucing a 
thrombus, in a vessel in which the current is directed towards 
the beart, and whose calibre increases in the direction of flow, 
would seem hazardous at least. The current in a varicose velt 
may at times be away from the heart, or stationary, but certaiul 
it often is directed towards the heart. In the straightforw: 
surgical treatmeut of varicore veins there is the risk of embolism 
from the thrombus which would extend proximally from the 
highest point of venous ligation. A yriori, this risk would seem 
less than the risk of embolism following the injection of varicose 
veins. ; 


PULMONARY MEDICATION BY RIGHT CARDIAC INJECTIONS. 


THE Academy of Medicive in Paris lately heard a paper ly 


Drs. Cherechewski, Florentin, and Lesbouyries suggesting that 
injections into the right side of the heart m‘ght be used in the 
treatment of affections of the lung. Being dissatisfied with the 
results of attempts at disinfection of the lungs by remedies 
administered by the mouth, by inhalation, aud by intratracheal 
injections, and finding intraveifous injections d:fficult, thes 
authors decided to try puncture of the right side of the heartas 
being the surest point of access to the lung. They found thit 
dogs tolerated very well an inject on of 1 per cent. solution of 
methylene biue, and that at the end of ten miuutes the lung 
had taken on a grey colour with scattered blue points. Iu tem 
than half an hour the colouring substance was distributed eveilly 
throughout the lung tissue. The methol was tested iu a 
suffering from distemper; a@ solution of ‘ collobiase "’ of gee 
with methylene blue was injected int» its heart for eight coy 
secutive days. The treatment was followed by marked amelioge 
tion of the geuera! condition, but did not bring about a ci 
The authors think that the injections might be tried for pu 
monia iv man or animals, wheu all othet remedies have [ai 


aud for pulmonary tuberculosis iu man. — 
Lal 


wit 





VACANCIES, iow 


NorTIFICcATIONS of offices vacant in uuiversities, medicvl colleges 
and of vacant resident and other appointments at hospit 
will be found at pages 36, 37, 38, 39, 42, and 44 of our advertisem 
columns, and advertisements as to es assistantship 
. oT 


and locumtenencies at pages 40 and 4 : : 
A short summary of vacant posts notified in the advertise 


columns appears in the Supplement at page 195. 
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